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POLICY, POLITICS, POWER 
Policy 
Accepting Webster’s definition let us con- 
siler policy as representative of “Prudence 
wisdom in the management of public and 
ivate affairs” as they relate to medicine. 
{ is believed that a poll of the members of 
te Oklahoma State Medical Association 
yuld unanimously reveal opposition to the 
aiministration’s policy of compulsory health 
i) surance. This opposition is based upon the 
act that this policy deftly bypasses both 
‘,»rudence and wisdom.” 
slitics 
Again according to Webster politics equals 
“he science and art of government... ina 
oud sense, artful or dishonest management 
secure the success of political candidates 
parties.” In Washington the science and 
t of government is being employed by some 
the bureaucrats and representatives in a 
“had sense.” With an election in the offing 
it's a good time for politicians to employ the 
human interest medical sob-stuff to influence 
individual and group voting. It’s time for the 
medical profession to stand guard in behalf 
of the people who still believe in free enter- 
prise. 


Power 
Mr. Webster says power is the “ability 
whether physical, mental, or moral to act; 
.. . the possession of sway or controlling 
influence over others, . . .” Admitting that 
we have a policy and that we face politics 
in the “bad sense” why not exercise the 
power which is ours. Believe it or not the 
politicians have an ear for power at the 
grass roots, too often silent, or latent yet 
powerfully potential. In keeping with our 
policy and our knowledge of bad politics 
vhy not unleash the dogs at the grassroots 
and employ to the fullest this potential. In- 
lividual letters, independently penned, and 
viously pyramided on the desks of our 
‘opresentatives’, including that of the Presi- 
lent, will bring uneasy nights and possibly 
‘ange of policy to designing politicians and 
ninformed representatives in Washington. 
is important to reach the President be- 


cause he is listening to the hardened bureau- 
crats who have little regard for the welfare 
of the people. Through long practice, phy- 
sicians have learned to sweeten the truth but 
in this emergency it’s time to make it bitter 
as gall. 


The pen must follow the policy of our 
members 100 per cent to be effective.* Vol- 
taire, with no greater provocation, once said 
“T have no ceptor but I have a pen.” It is 
high time for us to make libations to the 
Father of Medicine and supplement our 
prayers with reasonable yet forceful de- 
mands. Even the member of the medical pro- 
fession whose hand is becoming palsied 
should push his pen to the point of final ex- 
pression in behalf of the high calling which 
has claimed his life. Every physician in the 
state should forget personal interests long 
enough to do this one thing for his country. 


*Names, districts they represent, and 
Washington addresses of congressmen from 
Oklahoma are as follows: 

Rep. Oras A. Shaw, District One, House 
of Representatives, Washington, D. C. 

Rep. Bill Stigler, District Two, House of 
Representatives, Washington, D. C. 

Rep. Carl Albert, District Three, House of 
Representatives, Washington, D. C. 

Rep. Glen Johnson, District Four, House 
of Representatives, Washington, D. C. 

Rep. Mike Monroney, District Five, House 
of Representatives, Washington, D. C. 

Rep. Toby Morris, District Six, House of 
Representatives, Washington, D. C. 

Rep. Preston Paden, District Seven, House 
of Representatives, Washington, D. C. 

Rep. Ross Rizley, District Eight, House of 
Representatives, Washington, D. C. 

Correspondence addressed to Sen. E. H. 
Moore and Sen. Elmer Thomas should be 
sent to the Senate Office Building, Washing- 
ton, D. C. 





PUBLIC RELATIONS 
Every member of the State Medical As- 
sociation should be keenly aware of the ac- 
tivities of the Association through the Public 
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Policy Committee, the executive staff and 
various sub-committees. By action of the 
House of Delegates the dues were increased 
for public relations and the proposed pro- 
gram has had Council approval. It is now 
time for unanimous approval and concerted 
action on the part of the membership. Even 
those who deplore the increase in dues and 
felt the void when they came up with the 
cash, should go to work and make the in- 
vestment pay off. 


It is doubtful if any other state in the 
union has such a praiseworthy program. A 
widely-publicized program failing for want 
of execution becomes a curse. This ambitious, 
humanitarian undertaking must not fail. The 
integrity of the state association is at stake; 
the medical profession is on trial; its right 
to exist as a free enterprise is being chal- 
lenged by the present administration, its 
agencies, and bureaus. Again, we must vol- 
unteer to fight the people’s war. Even the 
members of the profession just back from 
the late world conflict must resume their 
armor and fight for freedom. 

The physician who is requested to partici- 
pate in this program, in any capacity, can- 
not afford to make excuses. He must accept 
the torch and sound the battle cry. Failure 
now to retrieve what we have lost in public 
esteem means ultimate ruin. Those who re- 
ceive no official assignment are expected to 
employ every possible means to restore the 
old time patient-doctor relationship. If this 
relationship had not been neglected by prac- 
ticing physicians we would not now find it 
necessary to pay and work for better public 
relations. 





MORE OF FALK AND HIS ILK 


The Senate committee on labor and public 
welfare resume hearings and again rouse the 
bureaucratic skunks. What a stench the New 
Deal has spawned in the most beautiful city 
in the world. Washington needs washing. 

In the A.M.A. Special Bulletin No. 13 is- 
sued January 30 it is stated that Mr. Falk 
“Under cross-examination by Senator Don- 
nell, stated that he had been interested in 
compulsory health insurance for many years, 
and he had delivered addresses and written 
articles in books on the subject long before 
he took a position with the Federal Social 
Security Administration. He stated that he 
had assisted Senators Wagner and Murray 
in the preparation of their several bills, sup- 
plying them with data and also aiding in 
drafting. 
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“No special point was made aside from 
Senator Donnell’s establishing the fact that 
Mr. Falk’s main interest in all of the posi- 
tions he has occupied has been to advance 
compulsory health insurance. He was follow- 
ed by his assistant, Wilbur Cohen, who gave 
a complete statement of the Mission to 
Japan. (Senator Murray, in cross-examining 
Mr. Cohen, called it the “Mission to Mos- 
cow.”’) 

“He brought with him photostatic copies 
of all correspondence and tried to show that 
the idea of the Mission originated with the 
Japanese in their effort to restore their so- 
cial security program, which was established 
originally in the 1920’s. In cross-examina- 
tion, Senator Donnell established the fact 
that Mr. Cohen, in selecting the personnel 
of the commission, did not overlook the fact 
that those who went should be well informed 
with Mr. Falk’s ideas on welfare and hea th 
insurance. 

“Mr. Cohen, in response to inquiry as to 
the manner in which the President secured 
his information for his initial message to 
the Congress urging health insurance, :d- 
mitted that he and Mr. Falk had supplied 
much of that information — both through 
communications and through visits to the 
personnel in the White House who drafted 
the message. On specific questioning, he stat- 
ed that the message was drafted by Judge 
Samuel Rosenman.” 


The President of the United States insults 
an interested doctor by accusing him of not 
knowing what it’s all about while he bases 
his compulsory health insurance policy upon 
advice from Falk and Cohen. The high points 
in the development of this disgraceful plot 
against individual liberty and free enter- 
prise from the time of Mr. Altmyer’s speech 
in Chicago, two years ago, to the present 
Senate Committee exposures, are to be found 
in the editorial columns of this Journal. 

Finally, when Senator H. Alexander Smith 
wrote to the governors of 48 states asking 
... “What States would approve a compul- 
sory tax plan such as 8.1320 calls for, with 
a Government supervised medical service, or 
What States would prefer the 8.545 plan, 
(Robert Taft) leaving to the States the de- 
termination of policy—that is, compulsory 
or voluntary group health plans, etc;” a 
member of the Journal editorial staff dis- 
patched a letter to Senator Smith with the 
following inquiry — “I am wondering if you 
would consider the feasibility of giving te 
Governors of each state a third choice and 
pose a question like this: “What states would 
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prefer to have no part in any health plan 
proposed and subsidized by the U. S. gov- 
ernment?” A copy of the letter was sent to 
the governor of Oklahoma. The tabulated re- 
sponses to Senator Smith’s letter recently re- 
ported shows that Oklahoma stands proudly 
among the five states “not in favor of either 
bill.” It is heartening to note that only one 
state favored S.1320. While we are pleased 
with the stand our state has taken the doc- 
tors who have not written their representa- 
tives have no cause for pride. It is impossible 
to believe that good doctors, with the welfare 
of their people at heart, could stand by and 
let the den of skunks in the national capital 
stir up such a stink without remonstrance. 

Returning to Mr. Altmyer, social security 
acministrator, and his undemocratic policies 
we quote Samuel B. Pettengill’s editorial 
“$30,000,000 Rathole.” “We discovered that 
practically every argument, every pamphlet, 
every radio broadcast and every statistical 
tavle advocating socialized medicine origi- 
ne ted primarily in the Social Security Board. 

. Here is the world-wide nerve center of 
the movement for socialized medicine.” We 
might add here is the nucleus for dictator- 
ship. Again quoting from Pettengill ... “I 
am. sure,” he says, “that the United States 
has not yet reached the point where it must 
be submissive to the dictates of a bureau- 
cracy in Washington.” 

James Byrnes, who is in the “know,” says 
in his book, Speaking Frankly, “The nearest 
approach to immortality on this earth is a 
government bureau.” 
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If we cannot amortize the social security 
board we can emasculate it with the pen. 
Every physician in the state should write 
the President and Oklahoma’s representa- 
tives protesting the threat of compulsory 
health insurance. 





A. D. A. FORECAST 

A sample copy of the American Diabetes 
Association’s “A.D.A. Forecast” has been 
received for review. This attractive monthly 
is “designed to extend the doctor’s influence” 
in the discovery and management of dia- 
betes. It is both educational and inspirational 
and should be an aid to all physicians who 
manage diabetics and to all who suffer from 
this one time deadly — now disciplinary 
disease. 

In the dispensing of medical knowledge to 
the layman in special fields, there is always 
danger of confusing the patient and disturb- 
ing the patient-doctor relationship. But the 
announcement wisely offers this assurance 
for those who may raise the question, “An 
advisory editorial board on which are Ameri- 
can Diabetes Association members who know 
from experience what the doctor wants his 
diabetic patient to know will pass on all ma- 
terial before it appears. In this way the phy- 
sician is assured of only the most acceptable 
reading matter falling into the hands of his 
patients.” 

A.D.A. sponsoring this magazine is at- 
tempting to do for diabetics what the Na- 
tional Tuberculosis Association has done for 
those suffering from tuberculosis. 


MEET OUR CONTRIBUTORS 





WV. F. Thomas, M.D., F.A.C.S., Tulsa, is the author of 
‘*Pelvie Thrombophlebitis’’ appearing in this issue of 
the Journal. Dr. Thomas graduated from the Tulane 
School of Medicine in 1937. His specialities are obstet- 
rics and gynecology and he has been certified by the 
American Board of Obstetrics and Gynecology. 

Fred D. Switzer, M.D., E.E.N.T., Hugo, has an article 
‘Present Day Management of Trachoma’’ appearing in 
the March issue of the Journal. A graduate of the Uni 
versity of Oklahoma in 1936, Dr. Switzer was in the 
army in 1940 and 1941, and served his E.E.N.T. resi- 
dence at Grace Hospital, Detroit, Michigan, in 1942- 
1943. He is secretary of the Tri-County (Choctaw, Me- 
Curtain, Pushmataha) Medical Society. 

larry C. Ford, M.D., A.B., B.S., F.A.C.S., Oklahoma 
City, wrote *‘Treatment of Mastoiditis’’ in this issue. 
Dr. Ford’s specialty is otolaryngology and he is a 
member of the American Academy of Ophthalmology 


and Otolaryngology and the Royal Society of Medicine 
He has also been certified by the American Board of 
Otolaryngology. Dr. Ford served four years in the army 
in the European theater. 


W. F. Lewis, M.D., Lawton, is the author of ‘*‘Con 
genital Renal Anomalies and Their Complications’’ in 
the March issue of the Journal. He was graduated from 
the University of Oklahoma in 1939 and specializes in 
urology. He has served on the following committees: 
Judicial and Public Relations Committee, Medical Ad 
visory Committee to the Department of Public Welfare 

Joseph Fulcher’s, M.D., Tulsa, article entitled ‘* Leio 
myosarcoma of the Urinary Bladder’’ is in this Journal. 
A graduate of the University of Tennessee in 1926 he 
specializes in urology. He is a member of the American 
Urological Association and the Scuth Central Urological 
Association and has been certified by the American 
Board of Urology. 
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LEIOMYOSARCOMA OF THE URINARY BLADDER™ 


JOSEPH FULCHER, M.D. 
TULSA, OKLAHOMA 


It is common knowledge that leiomyomas 
occur wherever smooth muscle is found. 
Small nodular leiomyomas are found in the 
kidney substance and in the wall of the in- 
testine. The wall of the uterus is a common 
site for the finding of myomas with a large 
amount of connective tissue. These tumors 
are usually benign. 

In the wall of the urinary bladder there 
are found on rare occasions small tumors 
made up of cells of the parent smooth muscle. 
These are also usually benign. It was once 
my experience to encounter a smooth muscle 
tumor of the urinary bladder wall which 
was malignant. This paper concerns that in- 
cident. The literature upon the subject of 
leiomyosarcoma has been thoroughly covered 
in recent years.? 

Therefore, it is my purpose to briefly dis- 
cuss the condition and report and add one 
more case to the small existing group. 

Upon reviewing some of the writings dur- 
ing the past 20 years, one finds various re- 
ports in regard to the incidence of leiomyo- 
sarcoma of the urinary bladder. There has 
been until recently, a great amount of trouble 
in classifying them and differentiating them. 
Phosphotungstic acid stain has been a great 
help in making the differential diagnosis. In 
1938 Ashburn and Wollenweber' reported 
that there were at that time four authenti- 
cated cases of leiomyosarcoma of the urinary 
bladder. They added a report of a case of 
their own. Most of the information to be 
found upon this subject however, is by 
Kretschmer.? In 1939 he reported having 
found records of 13 cases and he and. Doerh- 
ing added another to their own. To this 
series another case was added in 1939 by 
Munger.‘ There is very little to be found in 
standard textbooks upon the subject. 

The case reported herewith is that of a 
pure (unmixed) leiomyosarcoma of the uri- 
nary bladder. It is authenticated by gross 
and microscopic study. 


*Presented before the Section on Surgery of the Oklahoma 
State Medical Association at the Annual Meeting, May 15, 1947 


REPORT OF A CASE 

M.K.S., a 56-year-old colored male was ac- 
mitted to Moton Memorial Hospital, Tulsa, 
Oklahoma, on February 22, 1941. His chicf 
complaints were those of frequency, dysuri, 
nocturia, two to four times, weakness and 
loss of weight. The symptoms were of a 
duration of nearly nine months. He had 
taken various home remedies without result». 

Physical examination revealed nothing cf 
particular interest. There was a residu:l 
urine of five ounces. The non-protein nitro - 
gen was 43 Mgm. per cent. The prostaie 
was smooth, coarsely nodular and appeared 
to be about a third degree benign enlarge- 
ment. The urine contained one plus albumin, 
and 15-20 pus cells per high power field. 

He was put upon retention catheter drain- 
age, fluids were forced and his general con- 
dition improved. The progress was slow. 
Upon April 13, 1941, a perineal prostatec- 
tomy was done. The enlarged prostate was 
enucleated successfully but there was a re- 
maining tumor mass in the region of the 
trigone. The bladder was pulled down and 
this mass was removed as well as could be, 
but some of it remained in the bladder wall. 
The original mass appeared to be about two 
by four by six centimeters. It was flattened 
anterior-posterior and was apparently infil- 
trating the bladder wall, and extending into 
the bladder cavity. The bladder neck was 
sutured, the incision was closed. The patient 
recovered from the operation and was dis- 
charged from the hospital on -May 12, 1941. 

After leaving the hospital he developed a 
perineal fistula, began to lose weight and wa: 
re-admitted 41 days later. His condition pro 
gressively grew worse. He had incontinence 
of feces and urine. There was a tumor it 
the pelvis which could be palpated in the 
suprapubic region. It was spherical, firm anc 
immovable. He was emaciated, ran a tem- 
perature from 99.6 to 102.3 and on July 2 
1941, he died. 

An autopsy was performed. There was 
found to be an acute peritonitis present with 
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exudate. There was necrosis of the anterior, 
lower abdominal wall. There was a very hard 
mass filling almost all of the pelvis and it 
was firmly attached. It was contained in the 
wall of the bladder which it had displaced 
upward and anteriorly. There was a fistulous 
tract extending through this mass to the 
perineum and necrosis along the tract 
throughout its length. The tumor itself was 
dense, somewhat homogenous and cut with 
some difficulty. On cut section it had the ap- 
pearance of a pale fibromyomata of the 
uterus. There was a pericarditis present with 
2 blood tinged effusion. There were some tu- 
berculous areas present in the lungs, these 
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were removed for microscopic study. Me- 
tastases were found in the lungs, liver and 
kidney. The ureters were markedly dilated. 
The right kidney was about one-fourth the 
size of a normal kidney. The issue was ex- 
amined by I. A. Nelson, M.D., of St. John’s 
Hospital, Tulsa, Oklahoma. Microscopic 
studies revealed the primary tumor mass to 
be a leiomyosarcoma of the urinary bladder, 
with metastases as above mentioned. 
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CONGENITAL RENAL ANOMALIES AND THEIR 
COMPLICATIONS * 


W. F. Lewis, M.D. 
LAWTON, OKLAHOMA 


During embryological development the 
sulk of the renal parenchyma arises from a 
art of the lateral cell mass in the region 
f the pelvis. At about the end of the ninth 
veek the kidneys ascend and rotate to as- 
ume their normal position in the lumbar 
egion. This process of migration and rota- 
ion affords ample opportunity for arrest in 
th development and position, giving rise 
o the variety of congenital lesions found in 
the study of urological patients. 

Anomalies in the upper urinary tract are 
more commonly observed than in any other 
system of the body. While it is true that 
every such anomaly or congenital malforma- 
tion does not constitute a pathological lesion 
or entity, it is nevertheless to be. assumed, 
from the tremendous amount of clinical data 
in hand, as well as from the many post- 
mortem findings that practically every con- 
genital malformation of the upper urinary 
tract is potentially a clinico-pathological en- 
tity liable ultimately, for lack of function, 
to become a surgical problem. So amazing 
is the role of the vast number of anomalies 
of the urinary tract in the formation of 
diseases and pathological lesions, that it can 
safely be said that fully 40 per cent of all 
pathological conditions of the kidneys and 
ureters are due to congenital anomalies. 





*Presented before the Section on Surgery of the Oklahoma 
State Medica! Association at the Annual Meeting, May 15, 1947. 


By studying the development of the sys- 
tem, one can easily understand the reasons 
for the great number and wide diversity of 
types of congenital malformations that are 
encountered in the upper urinary tract. 

Using modern urological procedures it is 
possible to demonstrate previously unrecog- 
nized pathological conditions, particularly in 
children who have been suffering with so- 
called chronic pyuria or relapsing attacks of 
pyelitis or nephritis, the underlying cause 
of the trouble having been an overlooked 
congenital malformation of the urinary sys- 
tem. 

Only the congenital anomalies of the upper 
urinary tract will be considered in this 
paper. The classification, as outlined by Dr. 
Robert Gutierrez, of the anomalies of the 
kidney proper, will be discussed individually 
along with some of the complications ac- 
companying the anomalies. 

I. ANOMALIES OF NUMBER 
(a) Absence of both kidneys 
(b) Absence of one kidney 
tary kidney) 
(c) Double or multiple 
(Unilateral — bilateral) 
(d) Supernumerary Kidney 
ANOMALIES OF SIZE 
(a) Hypoplastic (true renal—renal 
aplasia) 


(soli- 


kidney 
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(b) Hyperplastic (lobulated—com- 
pensated) 


ANOMALIES OF FORM 
(a) Long kidney 
(b) Short kidney 
(c) Broad kidney 
(d) Lobulated kidney 
(e) Cystic kidney (universal—bi- 
lateral) 
(f) Polycystic kidney (unilateral— 
bilateral) 
(g) Fused kidney 
1. Asymmetric (L-shaped— 
sigmoid—ring shaped) 
2. Symmetric (horseshoe kid- 
ney) 
ANOMALIES OF POSITION 
(a) Movable or floating kidney 
(unilateral—bilateral) 
(b) Ectopic kidney 
1. Simple unilateral 
2. Simple bilateral 
Bilateral with fusion 
Crossed with or without 
fusion 


V. ANOMALIES OF ROTATION 
(a) Deficient rotation 
(b) Excessive rotation 


CONGENITAL ABSENCE OF BOTH 
KIDNEYS is obviously a malformation 
which is incompatible with extra-uterine life 
and for this reason has no clinical interest, 
except as an embryological defect. 


CONGENITAL ABSENCE OF ONE KID- 
NEY — CONGENITAL SOLITARY KID- 
NEY — is a condition found about once in 
every 1000 cases. These cases show a com- 
plete absence of a mate with hypertrophy of 
the solitary kidney, and in some cases may 
fail to migrate to its normal position in the 
lumbar area; this represents a true ectopic 
kidney. If the kidney remains near the site 
of origin in the pelvis, its future is certainly 
insecure. The emptying capacity of such 
kidneys is usually poor so that hydronephro- 
sis and infection eventually lead to severe 
damage and reduction of function. Such 
kidneys in a woman would interfere with 
normal gestation. Solitary ectopic kidneys 
have been removed as pelvic tumors during 
gynecological operations. Solitary kidneys 
in the normal position in the lumbar area 
have also been removed because of acute 
pathological condition without examination 
to determine the existence or absence of the 
kidney on the opposite side. These accidents 
are followed by death from uremia in from 
one to three weeks. The life expectancy of a 
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person with a solitary kidney in the normal 
position has been debatable, but in my short 
experience I have found that life is not short- 
ened. I have a 77-year-old patient with a con- 
genital solitary kidney which has had two 
large calculi removed from is about 10 years 
ago, who is still very active in business and 
social activities. 


TRUE SUPERNUMERARY KIDNEYS 
are very rare; less than 50 cases having 
been reported in literature. The abnormal 
kidney is usually located below the normal 
kidney and is subject to any pathology found 
in a normal organ. 


DOUBLE OR MULTIPLE KIDNEYS are 
the most common of all renal anomalies. Re- 
duplication of the renal pelvis and ureter 
may be unilateral or bilateral, and are sub- 
ject to as many, if not a few more, compli- 
cations as is a normal kidney. One of the 
most interesting cases reporting to our 
clinic was a 66-year-old man who had a 
double kidney on his left and a triple kidney 
on the right with five complete ureters open- 
ing into the bladder. They were asympto- 
matic and found through routine intravenous 
pyelograms on all surgical cases. 

THE HYPOPLASTIC KIDNEY: In true 
unilateral renal hypoplasia, we have a smal! 
infantile kidney, which may either be ap- 
parently well developed anatomically and 
histologically, or defectively developed in 
its internal cell structure. They are more 
susceptible to infection than are normal kid- 
neys, and once they become infected they 
usually remain so because of the inability 
to concentrate urinary antiseptics in suffic- 
ient strength to kill organisms. Nephrectomy 
is usually resorted to in diseased cases. A 
patient with a hypoplastic kidney falls into 
exactly the same group as those with a 
solitary kidney since the hypoplastic kidney 
is insufficient of supporting life alone. These 
kidneys lack the ability to undergo function- 
al hypertrophy if the opposite organ has 
been surgically removed. Gutierrez states 
that the occurrence of any important ano- 
maly in the female genital tract suggests 
enormous probability that there is a con- 
genital aplasia or hypoplasia of one kidney. 
I have found this true in two cases recently, 
where there was a maldevelopment of a tube 
and ovary on one side, associated with an 
absence of the kidney on the same side. 

Hypertension in a person with this type 
of anomaly is a very frequent occurrence 
and in my experiences the high blood pres- 
sure has been relieved by removal of the ab- 
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normal kidney. It my opinion surgical ex- 
ploration for and removal of such kidneys 
are indicated under the following circum- 
stances: (1) for the relief of pain; (2) in 
patients with intractable hypertension and 
no evidence of disease of the functioning 
kidney; (3) in cases of hypertension where 
pyelonephritic contracture or renal hypo- 
plasis cannot be excluded. 


CYSTIC KIDNEY: Solitary cysts of the 
kidney may be unilateral or bilateral. They 
are seldom discovered except during routine 
examinations or at autopsy, since they are 
not apt to cause symptoms or do little harm. 
Their chief importance lies in the fact that 
they must be differentiated from malignant 
cortical tumors. They occur in the same age 
group and produce the same deformity in 
the pyelograms. Just recently I had a 42- 
year-old white female come into the hospital 
with severe gross hematuria, and left ure- 
teral colic. Intravenous urograms showed a 
defect in the left pelvic three to four cm. in 
diameter with distortion of the calyces. 
When the kidney was exposed a solitary cyst 
was found projecting into and almost com- 
pletely obliterating the renal penal pelvis. 
These cysts may be either aspiration or 


surgically removed. A cyst located at either 
pole of the kidney may be resected and the 
remaining portion of the kidney preserved 
while those centrally located and multilocu- 
lar often require nephrectomy. 


POLYCYSTIC KIDNEYS: Congenital 
polycystic disease is, with rare exceptions 
bilateral. The kidneys are filled with mul- 
tiple cysts varying from a fraction of a 
millimeter to several centimeters in diame- 
ter. The cysts are filled with a watery serous 
fluid. Faulty development leads to the for- 
mation of blind tubules which become dis- 
tended with the fluid. The cysts are found 
in both the cortex and medulla and con- 
stantly encroach upon the functioning ca- 
pacity of the kidney. The disease has been 
proven to be congenital since it is found in 
the fetus and very young children. There 
seems to be a definite hereditary tendency 
with several members of the same family 
afflicted. It usually becomes symptomatic 
during the fourth decade and few live 
through the fifth. Clinical manifestations in- 
clude pain, which may be the result of the 
weight of the mass itself, hemorrhage into 
the cyst or infection, and in addition all 
symptoms associated with progressive renal 
failure. There is an associated hypertension 
in approximately one-half of the cases. The 
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diagnosis is made from the physical findings 
and confirmed by roentgenography of the 
upper urinary tract. Most all of the cases 
are sooner or later complicated by infection, 
hemorrhage into the cyst or renal pelvis and 
may lead to surgical intervention. Nephrec- 
tomy should never be performed except in 
those cases where hemorrhage or pain can- 
not be controlled otherwise. The rupturing 
of the cyst and phenolizing the mucosa is 
used more recently to control these symp- 
toms temporarily. A very rare complication 
is malignancy of the polycystic kidney. In 
the past few days I was visited by a patient 
whom I had removed a large papillary ade- 
nocarcinoma from three years ago. He was 
still well and healthy. Another interesting 
case was that of a 29-year-old white male 
who had been rejected from the army be- 
cause of microscopic hematuria, later to be 
accepted and spend two years overseas with- 
out signs or symptoms of renal pathology. 
After returning home he reported to my 
office with gross hematuria and elevated 
blood pressure. Urograms revealed bilateral 
polycystic kidney disease. The hemorrhage 
did not stop until he had spent three weeks 
at bed rest. 

FUSED KIDNEYS: In fused kidneys, we 
have a condition resulting from a union of 
the two kidneys’ blastemata in early fetal 
life, which manifests itself in a fused organ 
that may assume any one of a large number 
of different shapes, and may be asymmetric 
with reference to the middle of the body. 
The various types of fusion open oppor- 
tunity for endless variations in the number 
and disposition of ureters and kidney pel- 
vices. The blood supply may come from any- 
where, irrespective of all rules. Usually 
fused kidneys do not ascend as high as 
normal kidneys. This is explained by the 
fact that the fusion itself constitutes an 
obstruction which impedes the ascent. This 
circumstance not only is responsible for 
many of the painful disturbances with which 
such patients suffer but also at operation 
robs the surgeon of important landmarks 
that would serve as guides under normal 
conditions. Most important of all the forms 
of fused kidneys, and especially of symmetric 
fused kidney, is the horseshoe kidney. This 
is formed by fusion of the two kidneys across 
the midline. These kidneys ascend to assume 
their normal position it the lumbar area but 
fail to rotate so that the pelvis is anterior 
and with few exceptions the calices point 
toward the midline. The isthmus connecting 
the two is usually composed of renal paren- 
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chyma and in the majority of cases fusion 
is at the lower poles. Pressure of the isthmus 
upon the mesenteric vessels and nerves may 
produce chronic gastro-intestinal symptoms 
which may require section for relief. About 
two months ago a 41-year-old white robust 
male came to my office with the history of 
a continuous backache for years. This had 
become progressively worse and was not 
relieved after a left pyelolithotomy three 
years previously by his local surgeon. Other 
symptoms include urgency and frequency of 
urination and nocturia. For the past two 
years he had been unable to do any type of 
work without severe back pain. Urinalysis 
revealed grade I pyuria and one plus al- 
bumin. Intravenous urograms showed a 
horseshoe kidney with a grade II hydrone- 
phrosis of the left half of the kidney. Retro- 
grade pyelograms showed a definite left 
ureto-pelvic junction obstruction, which was 
apparently extrencic. The calyces projected 
laterally as in a normal kidney except the 
lower, which projected toward the isthmus. 
At operation we found an aberrant blood 
vessel obstructing the uretero-pelvic junc- 
tion. The isthmus was incised and sutured, 
releasing the right kidney, the aberrant ves- 
sel ligated and incised and the portion of 
the kidney supplied by this vessel was re- 
moved. Five weeks later the patient returned 
to the office free from symptoms other than 
slight generalized weakness. Other compli- 
cations I have encountered in these cases 
have been gross hematuria and chronic 
pyelonephritis. 


NEPHROPTOSIS: (MOVABLE OR 
FLOATING KIDNEY) Movable kidney is 
the term used to designate a kidney that is 
abnormally movable beyond the limits of the 
natural diaphragmatic excursions of this or- 
gan, caused by respiratory movements of 
the body. Although not truly a congenital 
anomaly there must be a congenital predis- 
position of this condition. The movable kid- 
ney is found in young children, however, 
complications seldom arise sufficient to cause 
symptoms until the late teens or twenties. 
Asthenia, debilitating diseases, childbirth, 
trauma from falls or blows are all common 
causes of increasing the excursion of the 
organ and thus complications such as ure- 
teral kinks, hydronephrosis, pyelonephritis, 
and nephrolithiasis. “What to do with a 
nephroptoic kidney?” has been debated for 
years. The most recent trend and the one I 
follow is to do a nephropexy, preferably the 
type described by Dr. Deming, in which the 
kidney is not fixed firmly but supported by 
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a hammock made from the anterior renal 
fascia (Gerota’s Fascia). Nephropexy is 
certainly not done for every movable kidney. 
Surgery is indicated when palliative meas- 
ures have failed, when there is a retention 
of urine in the renal pelvis, when there are 
repeated attacks of pyelonephritis and when 
the patient has sufficient pain from the con- 
dition to prevent his normal activities. 
ECTOPIC KIDNEY: Ectopia of the kid- 
ney is one of the most frequent of renal 
anomalies. They present special surgical 
problems because of the abnormal position 
and relationship of the kidney and because 
of the abnormal blood supply. The blood 
vessels arise from and enter the near st 
large vessel, usually the aorta and vena cz a 
at a lower than normal level, but in sone 
cases the iliac vessels. Ectopic kidneys «re 
usually incompletely rotated so that te 
pelvis of the kidney occupies an anter or 
position. The patients are subject to <>- 
dominal discomfort which may be attribu‘ od 
to the renal mass being in an abnormal | »- 
sition with aberrant vessels causing obstri °- 
tion in the urinary flow. Interference wi h 
the normal pyeloureteral dynamics due 0 
malformation, obstruction, poor drainag:, 
and even torsion in rare cases, is producti. e 
of pain. However, oftentimes the conditi 
is entirely asymptomatic and is only dis- 
covered by routine examination. Complic:- 
tions resulting from the cases in which o! 
struction of the ureter is found are: (1 
hydronephrosis, (2) pyelonephritis, and (3) 
calculi. If both kidneys are involved ear! 
death is common from infection and uremia. 


SUMMARY 

Malformations of the kidneys are of grea 
clinical importance and account for abou 
40 per cent of al! pathological conditions as 
sociated with these organs. The signs and 
symptoms of their complications should b 
more familiar to each of us so that the 
“overlooking” of important pathological dis 
eases may be minimized. Since congenita! 
anomalies definitely predispose to disease, it 
is believed that only by early diagnosis and 
treatment can a good many of these compli- 
cations be prevented or ameliorated. 
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PRESENT DAY MANAGEMENT OF TRACHOMA“* 





FRED D. SWITZER, M.D. 


HUGO, OKLAHOMA 





There is perhaps more difference of opin- 
ion about the treatment of trachoma than 
any other disease, and though it has now 
been 10 years since sulfonamide therapy was 
first used in these cases there is still little 
uniformity of opinion as to the actual re- 
silts obtained. We can still argue at great 
length as to whether any of these cases are 
ever actually cured, and though I certainly 
am not setting myself up as an authority I 
still feel that the committee reporting on 
trachoma to the American Medical Associa- 
tion was probably correct in suggesting that 
tne disease in its terminal stages should be 
thought of as being arrested rather than 
being cured. 

In southeast Oklahoma we are still con- 
fronted with a tremendous problem in com- 
hating trachoma, but in our own county the 
local health unit has made steady gains 
during recent years in arresting the disease. 
During the last five years 372 cases have 
been reported in Choctaw County and treat- 
ed by the health department using sulfanila- 
mide both orally and locally. No other medi- 
cation has been used. While these patients 
were actually under the care of the director 
of the health department, I have seen a large 
number of them either in school clinics or 
in consultation in cases of questionable di- 
agnosis. For the most part they have fallen 
in stage II according to the MacCallan clas- 
sification. Ninty-one cases were followed ade- 
quately to determine that they were com- 
peltely arrested. Twenty-two cases relapsed 
ind were not arrested by further treatment. 
One hundred ten cases showed definite im- 
srovement but were not followed long 
nough to determine the final outcome. The 
ther 149 patients were never seen after the 
irst visit at which time the diagnosis had 
een made. 


Whether the method of using only sul- 


*Presented before the Section on Surgery of the Oklahoma 
‘tate Medical Association at the Annual Meeting, May 16, 1947. 





fonamides is best could be debated endlessly 
but in reviewing the literature one finds 
some agreement in the increasing tendency 
to discard the older and more painful pro- 
cedures. I agree wholeheartedly with For- 
ster, Sorsby, Marks, Gallaher, and others in 
asserting that the copper stick has abso- 
lutely no place in modern practice. Better 
results can be obtained by less painful 
methods and in private practice one can 
hardly expect the patient to return very 
many times only to be confronted with this 
instrument of torture. 

In administering the sulfonamides it is 
usually necessary to maintain a blood level 
of only three to five mg. per cent or a dosage 
of 144 to % grains per pound body weight 
per day prescribed with an equal amount of 
sodium bicarbonate. Sulfanilamide and sul- 
fadiazine are equally effective. Administra- 
tion is usually continued for about 21 days, 
a second similar course being given patients 
not arrested by the first. Forster states that 
this mode of treatment was adopted rou- 
tinely at the Ft. Apache Trachoma School 
in 1937 and that all cases treated were com- 
pletely arrested. However, Spring claims 
that improvement occurs only during the 
first 10 days and that further administration 
is useless. In his excellent report on an un- 
usually large series Gradle has shown that 
in cases given sulfonamide therapy twice as 
many eyes show definite improvement in 
vision, and less than half as many eyes show 
positive losses in vision as when given purely 
local treatment. 

Thygeson feels that the sulfonamides act 
primarily upon the trachoma virus with 
uniform disappearance of the epithelial cell 
inclusion bodies characteristic of the active 
disease. On the other hand Marks, who has 
likely seen as many trachomatous children 
as anyone during the last 25 years, has some 
very definite ideas to the contrary. He re- 
cently has stated that while the sulfonamides 
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orally are wonderful in dealing with second- 
ary infection they do not deal with the tra- 
choma. He insists that cleanliness, time and 
general health are most important in the 
cure and that many cases have been arrested 
with nothing more than boric acid for medi- 
cation. However, it is difficult to accept this 
statement completely when we remember the 
terrific toll in loss of vision exacted by the 
disease before the advent of sulfanilamide, 
though we do admit that many cases have 
become arrested without any treatment at 
all and without too great damage. 


Among those who feel that sulfonamide 
therapy alone is not sufficient, there is little 
agreement as to what supplementary pro- 
cedures are best. Expression of the follicles 
and grattage are still endorsed by many and 
in some cases are probably necessary. Sory 
feels that treatment is enhanced by grattage 
as well as subsequent use of silver or other 
metalic salts. Sorsby advocates full sulfona- 
mide therapy and expression as well as sub- 
sequent applications of 30 per cent sodium 
sulfacetamide ointment. Cooper claims that 
the only complete treatment is preventing a 
high percentage of recurrences is sulfanila- 
mide therapy followed by ionization with 
quinine bisulphate. Still others use zinc sul- 
phate, sulfanilamide powder locally, and 
vitamin A both locally and orally as adjuncts 
to treatment. 


Reports on the use of penicillin in the 
treatment of trachoma are rather discourag- 
ing. While some investigators have used it 
successfully it evidently has no advantage 
over sulfonamides and is possibly less re- 
liable. When it is used the method of choice 
is local instillation, 500 units penicillin per 
cc. of water instilled every 30 minutes that 
the patient is awake. To do this practically 
requires hospitalization for little result may 
be expected from home treatment when 
medication will be overlooked more times 
than administered. Thygeson reports that in 
the few cases in which he has used penicillin 
the results have been disappointing but that 
these patients cleared up quickly when 
changed to sulfonamides. On the other hand 
he found that patients who had not 
responded to the sulfonamides also showed 
no improvement with penicillin. 


Nothing has been contributed in the past 
few years to the surgical treatment of tra- 
choma other than slight refinement of some 
of the older techniques. As already mention- 
ed expression is sometimes necessary when 
granules are few and well developed. In 














cases with abundant granulation dessicatio 


or grattage may be done, the latter still being .+ 


the most common operation used in trachome 
surgery. Mucous membrane grafts, while 
lauded by some operators are condemned by 
others. Other surgical procedures whic 
might be considered are tarsectomy, com; 
plete or partial, with or without mucous 
membrane grafting; peritomy as a treat 
ment for pannus; canthotomy to enlarge t} - 
field for operation ; and cautery puncture : 
the various plastic techniques for entropic 

I would like to include a final word stress- 
ing the general health of the trachomatous 
child. As always in the past a large majority 
of cases of trachoma are found among the 
underprivileged, and steps should be tak« 
to correct malnutrition when it is found 
exist among these patients. Here public 
health nursing can do wonders in prevent- 
ing the spread of the disease to other mem, 
bers of the family by establishing sanitary} 
safeguards in the home. It is also a serious 
public health responsibility in following up 
these cases more carefully in the future. 
This has not been possible in the past due 
to lack of personnel and large territorial 
assignment, but when the time comes tha‘ 
each county can have its own adequately 
staffed full time health unit these patient 


should be followed as persistently as we are 


now pursuing our V-D patients. 
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CONCLUSIONS 


1. Ten years of sulfonamide therapy inj’ 


trachoma has produced no uniformity o 


opinion as to permanent cures but has) 


convinced most authorities that this is th 
most effective drug group available in com 
bating the disease. 

2. A sulfonamide blood level of three to 
five mg. per cent for 21 days will completely 
arrest the vast majority of cases. 


3. It is necessary to supplement drug}; 
therapy in some cases with expression, grat-} ; 


tage, or other surgical procedures. 

4. Penicillin has proven to be less effec- 
tive than sulfonamides in experiments up to 
this time. 

5. Malnutrition and general health must 
not be overlooked in treating trachomatous 
children. 

6. When possible public health agencies 
must. follow up known cases more persistent- 
ly in the future. 
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TREATMENT OF MASTOIDITIS* 





OKLAHOMA CITY, OKLAHOMA 





paratively simple condition. The patient pro- 
gressed through a more or less well defined 
course, which might be interrupted by re- 
covery at any point, until the stage of acute 
mastoiditis was reached when the only pro- 
cedure open was immediate surgery. Grant- 
ed, there were occasional serious complica- 
tions, usually the result of neglect or faulty 
judgment, but, for the most part, these also 
resulted in recovery following adequate sur- 
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gery. It seems to me that during recent years 
the problem has become more complicated. 

In the first place, every patient, child or 
adult, who develops an acute otitis is im- 
mediately placed on some form of chemo- 
therapy, antibiotics, or a combination. Most 
of these recover with a dry ear and normal 
hearing in a period varying from a few days 
to a few weeks. In some cases acute mastoid- 
itis develops, but the so-called conservative 
treatment is continued in an attempt to avoid 
surgery. This is a most important point, be- 
cause we have all seen acute mastoiditis re- 
cover without surgery before the days of 
penicillin and sulfa drugs so why shouldn’t 
some recover now. It is only natural, in view 
of the generally wonderful results with these 
drugs, to accord them full credit for the cure 
in all cases. I think this assumption is wrong. 
It has been shown repeatedly that continua- 
tion of these drugs produces masking of 
symptoms so that extension of the pathology 
s not recognized until complications appear. 
Consequently, we no longer see simple, acute 
mastoiditis. It is usually mastoiditis compli- 
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HARRY C. ForbD, M.D., F.A.C.S. 
A few years ago mastoiditis was a com- 


cated by intracranial extension, and the com- 
plication frequently is the first recognizable 
sign of trouble beyond the limits of the 
middle ear. 


It is true that we see fewer cases of 
mastoiditis than formerly, but also fewer 
cases of suppurative otitis media because of 
thé effectiveness of these drugs in the acute 
general infections. Scarlet fever, for in- 
stance, now has a much lower incidence of 
complicating otitis media, and probably, in 
those cases in which it does develop, the 
virulence of the organism has been attenu- 
ated enough that it remains confined to the 
middle ear. We know that in order for these 
drugs to be effective the concentration via 
the blood stream must be adequate and 
maintained, and the blood supply to middle 
ear and mastoid is as poor as anywhere in 
the body. 


The literature concerning the local use of 
penicillin, streptomycin and the sulfa drugs 
is confusing. Loeb reports excellent results 
in acute otitis media with penicillin drops. 
Krauss, who instilled it in the middle ear 
by means of the pneumatic otoscope, thinks 
it shortens the duration a few days. Most 
authors are agreed that if mastoiditis de- 
velops, the place for the new drugs is in the 
immediate pre and postoperative care. My 
own observations have led me to believe that 
in most cases the sulfa drugs and penicillin 
both locally and systemically are of little 
value in either acute otitis media or mastoid- 
itis. In recent years I have had occasion to 
treat many cases of otitis media most of 
which had sulfa drugs prior to myringotomy. 
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orally are wonderful in dealing with second- 
ary infection they do not deal with the tra- 
choma. He insists that cleanliness, time and 
general health are most important in the 
cure and that many cases have been arrested 
with nothing more than boric acid for medi- 
cation. However, it is difficult to accept this 
statement completely when we remember the 
terrific toll in loss of vision exacted by the 
disease before the advent of sulfanilamide, 
though we do admit that many cases have 
become arrested without any treatment at 
all and without too great damage. 


Among those who feel that sulfonamide 
therapy alone is not sufficient, there is little 
agreement as to what supplementary pro- 
cedures are best. Expression of the follicles 
and grattage are still endorsed by many and 
in some cases are probably necessary. Sory 
feels that treatment is enhanced by grattage 
as well as subsequent use of silver or other 
metalic salts. Sorsby advocates full sulfona- 
mide therapy and expression as well as sub- 
sequent applications of 30 per cent sodium 
sulfacetamide ointment. Cooper claims that 
the only complete treatment is preventing a 
high percentage of recurrences is sulfanila- 
mide therapy followed by ionization with 
quinine bisulphate. Still others use zinc sul- 
phate, sulfanilamide powder locally, and 
vitamin A both locally and orally as adjuncts 
to treatment. 


Reports on the use of penicillin in the 
treatment of trachoma are rather discourag- 
ing. While some investigators have used it 
successfully it evidently has no advantage 
over sulfonamides and is possibly less re- 
liable. When it is used the method of choice 
is local instillation, 500 units penicillin per 
cc. of water instilled every 30 minutes that 
the patient is awake. To do this practically 
requires hospitalization for little result may 
be expected from home treatment when 
medication will be overlooked more times 
than administered. Thygeson reports that in 
the few cases in which he has used penicillin 
the results have been disappointing but that 
these patients cleared up quickly when 
changed to sulfonamides. On the other hand 
he found that patients who had not 
responded to the sulfonamides also showed 
no improvement with penicillin. 


Nothing has been contributed in the past 
few years to the surgical treatment of tra- 
choma other than slight refinement of some 
of the older techniques. As already mention- 
ed expression is sometimes necessary when 
granules are few and well developed. In 
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cases with abundant granulation dessication, > z 
or grattage may be done, the latter still being | + 
the most common operation used in trachom 
surgery. Mucous membrane grafts, whil oo 
lauded by some operators are condemned by; ssutr 
others. Other surgical procedures whiclh,,jimi 
might be considered are tarsectomy, com44™er- 4 
plete or partial, with or without mucou: ophth. 
membrane grafting; peritomy as a treat rntropi 
ment for pannus; canthotomy to enlarge t! ie" 
field for operation ; and cautery puncture : b oe 
the various plastic techniques for entropic _| 

I would like to include a final word —) 
ing the general health of the trachomatous 
child. As always in the past a large majority 
of cases of trachoma are found among the 
underprivileged, and steps should be tak: 
to correct malnutrition when it is found 
exist among these patients. Here public 
health nursing can do wonders in prevent- 
ing the spread of the disease to other mem- 
bers of the family by establishing sanitary A 
safeguards in the home. It is also a serious 
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public health responsibility in following up oe 
these cases more carefully in the future, paren 
This has not been possible in the past due ain 
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assignment, but when the time comes thay _ oben 
each county can have its own adequately] — dt 
staffed full time health unit these patient ie 
should be followed as persistently as we ar er 

now pursuing our V-D patients. ferns 
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arrest the vast majority of cases. itis 


3. It is necessary to supplement drug trea 
therapy in some cases with expression, grat-§ surg 
tage, or other surgical procedures. caus 

4. Penicillin has proven to be less effec-§ cove 
tive than sulfonamides in experiments up tof peni 
this time. som: 

5. Malnutrition and general health must § of t! 
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6. When possible public health agencies it h 
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anitary) A few years ago mastoiditis was a com- 
paratively simple condition. The patient pro- 
yressed through a more or less well defined 
course, which might be interrupted by re- 
covery at any point, until the stage of acute 


mastoiditis was reached when the only pro- 
cedure open was immediate surgery. Grant- 
dd, there were occasional serious complica- 
ions, usually the result of neglect or faulty 
‘udgment, but, for the most part, these also 
‘esulted in recovery following adequate sur- 
zery. It seems to me that during recent years 
he problem has become more complicated. 

In the first place, every patient, child or 
adult, who develops an acute otitis is im- 
mediately placed on some form of chemo- 
therapy, antibiotics, or a combination. Most 
of these recover with a dry ear and normal 
hearing in a period varying from a few days 
to a few weeks. In some cases acute mastoid- 
itis develops, but the so-called conservative 
treatment is continued in an attempt to avoid 
surgery. This is a most important point, be- 
cause we have all seen acute mastoiditis re- 
cover without surgery before the days of 
penicillin and sulfa drugs so why shouldn’t 
some recover now. It is only natural, in view 
must | of the generally wonderful results with these 
atous | drugs, to accord them full credit for the cure 
in all cases. I think this assumption is wrong. 
It has been shown repeatedly that continua- 








a oa 
~aaony tion of these drugs produces masking of 
symptoms so that extension of the pathology 
s not recognized until complications appear. 
w. » | Consequently, we no longer see simple, acute 
mastoiditis. It is usually mastoiditis compli- 
4 (Sey *Presented before the Section on Surgery of the Oklahoma 
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cated by intracranial extension, and the com- 
plication frequently is the first recognizable 
sign of trouble beyond the limits of the 
middle ear. 


It is true that we see fewer cases of 
mastoiditis than formerly, but also fewer 
cases of suppurative otitis media because of 
thé effectiveness of these drugs in the acute 
general infections. Scarlet fever, for in- 
stance, now has a much lower incidence of 
complicating otitis media, and probably, in 
those cases in which it does develop, the 
virulence of the organism has been attenu- 
ated enough that it remains confined to the 
middle ear. We know that in order for these 
drugs to be effective the concentration via 
the blood stream must be adequate and 
maintained, and the blood supply to middle 
ear and mastoid is as poor as anywhere in 
the body. 


The literature concerning the local use of 
penicillin, streptomycin and the sulfa drugs 
is confusing. Loeb reports excellent results 
in acute otitis media with penicillin drops. 
Krauss, who instilled it in the middle ear 
by means of the pneumatic otoscope, thinks 
it shortens the duration a few days. Most 
authors are agreed that if mastoiditis de- 
velops, the place for the new drugs is in the 
immediate pre and postoperative care. My 
own observations have led me to believe that 
in most cases the sulfa drugs and penicillin 
both locally and systemically are of little 
value in either acute otitis media or mastoid- 
itis. In recent years I have had occasion to 
treat many cases of otitis media most of 
which had sulfa drugs prior to myringotomy. 
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The time required for the healing was es- 
sentially the same in those in which sulfa 
and penicillin were continued and in those 
who received nothing but cleansing. The 
greatest difference was that in those who had 
no treatment an occasional case of acute 
mastoiditis developed. In those who continu- 
ed on treatment an occasional complicated 
mastoiditis developed. In addition, it has 
been mentioned that frequently sulfa drugs 
result in unresolved exudates with plastic 
processes within the middle ear, and per- 
manent impairment of hearing. 

My personal observations have not agreed 
with some of the glowing reports from army 
hospitals on the efficacy of this treatment. 

Chronic mastoiditis is also essentially sur- 
gical. | am not including cases of chronic 
otitis media which may be occasionally cured 
by other methods. In my limited experience 
I have never seen a chronic mastoid cured 
by medical means, and I have seen several 
develop the most severe unsuspectd compli- 
cations. I have in mind a case of recent 
months who, although in the hospital under 
observation and the most intensive treat- 
ment, developed extradural abscess, exten- 
sive lateral sinus thrombosis, and intrasinal 
abscess. The chronic case in which pathology 
is limited to attic and aditus may be cured 
and hearing preserved by the modified radi- 
cal operation, but with extensive middle ear 
disease the classic radical operation is nec- 
essary. In the case of a small posterior, su- 
perior marginal perforation with foul smell- 
ing, seropurulent discharge, the dangers are 
so great and the chance for improvement, 
without surgery, so slight, that the radical 
mastoid operation is almost imperative. It 
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should be unnecessary to mention that the 
surgery should be thorough, and that the 
preferred result is a dry ear as well as a 
safe one. 

I am sure too much emphasis has been 
placed upon avoiding mastoid surgery. Cer- 
tainly a simple mastoidectomy is to be pre- 
ferred over one with intracranial complica- 
tions. If the acute ear is treated by methods 
which are known to mask dangerous symp- 
toms, then by all means they should be dis- 
continued at intervals and the symptoms ai- 
lowed to become evident. It also follows that 
our reasoning is not quite right if we avoii 
surgery for the moment, but leave the pe- 
tient with a chronically discharging ear 
which ultimately results in deafness, radical 
surgery, intracranial extension or all com- 
bined. Neither ear not patient is damage | 
by a well done simple mastoidectomy. Bot. 
are sometimes irreparably damaged by its 
omission. 

To summarize, in one sentence; the treat- 
ment of mastoiditis is, with few exceptions, 
surgical. 
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JOURNAL CONTRIBUTOR NOW 
DOING RESEARCH IN JAPAN 





Donald B, MeMullen, Se.D., whose article ‘‘ Treatment 
of Parasitic Infection Common in Oklahoma’’ appeared 
in the July issue of the Journal of the Oklahoma State 
Medical Association, is now with the 406th medical 
general laboratory, section on medical zoology (APO 
500, ¢/o Postmaster, San Francisco) in Japan. 


Dr. MeMullen writes that his laboratory is located in 
a good building in downtown Tokyo. ‘‘The facilities 
are palatial compared to what we had in the Philippines 
and Japan in 1945. The laboratory has sections in path- 
ology, virus and rickettsia, bacteriology, chemistry, ser- 
ology, and medical zoology. I am in the latter. The 
Commanding Officer is Col. W. D. Tigertt, formerly at 
Baylor and an American board man in pathology. Our 
organization is primarily interested in research but is 
also used as a ‘court of final authority,’ training of 


personnel, and getting Japanese scientists and medical 
men back into productive channels,’’ according to his 
letter. é 

He also writes ‘‘My primary reason for returning 
was that I might be able to take up the schistosomiasis 
problem where it was dropped in 1945. This hope has 
been realized and I am working with men at the Jap- 
anese national institute of health and the public health 
department in the Yamanashi prefecture. Yamanashi is 
the worst endemic center in Japan and is only about 100 
miles from Tokyo. It is one of their major medical 
problems, with about half of the population infected. 
A good part of my time is spent out in the field. The 
program is one that deals primarily with the epidemi- 
ology of the disease. Besides schistosomiasis we see 
practically everything one hears about in medical school. 
This helps give one some valuable experience.’’ 
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PELVIC THROMBOPHLEBITIS~ 





W. F. THOMAS, M.D. 


TULSA, OKLAHOMA 





In discussing pelvic thrombophlebitis it is 
imperative to differentiate between three 
types of venous thrombosis. (1) Phlebo- 
thrombosis, in which the clot in the vein is 
a bland, non-inflammatory process occurring 
es a result of two factors. (a) A predis- 
posing factor consisting of increased co- 
aguability of the blood, caused by tissue dam- 
ege, and (b) a precipitating one consisting 
(f circulatory stasis which determines the 
site of the thrombus. (2) Thromboplebitis, 
‘vith its firmly attached white clot, occurring 
os a result of an inflammatory process in 
he vein wall and (3), suppurative thrombo- 

hlebitis in which the infected thrombus 
ndergoes suppurative liquification and gives 
ise to septic emboli into the blood stream. 
t is this infectious phenomenon as related 
(o the pelvis proper that we will discuss in 
this paper. 

Because of its frequency as a cause of 
prolonged convalescence and serious compli- 
cations, including death, suppurative throm- 
bophlebitis of the pelvic veins is of much 
interest and importance to the gynecologist 
and obstetrician. This condition is most fre- 
quently found in cases of puerperal sepsis 
(either post abortal or post partal) although 
it may follow the application of radium to 
the female genitals, operations on the female 
genital tract, and suppurative processes in 
the adnexa. 

During the period July 1, 1937, to January 
1, 1946, of 32,198 patients exclusive of abor- 
tions admitted to the gynecological wards of 
Charity Hospital in New Orleans, 536 died, 
50 or 9.3 per cent showed intravascular clot- 
ling in the pelvic veins. In 12 instances 
bland clotting or phlebothrombosis was pres- 
ent and followed all types of gynecological 
operations. Eleven were associated with cul 
le sac or tubo-ovarian abscesses. During the 
‘ame period there were 44,027 deliveries in 
he same institution and 6,314 cases of abor- 
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tion. In the former, there were 194 deaths 
and in the latter 70. At autopsy 35 per cent 
showed intravascular clotting of the pelvic 
veins in the cases dying from puerperal 
sepsis. 

Hysterectomy is undoubtedly the operation 
most frequently followed by pelvic thrombo- 
phlebitis. Abortion, operative deliveries, par- 
ticularly those associated with retained pro- 
ducts of pregnancy, irradiation, pelvic in- 
fection associated with cul de sac and tubo- 
ovarian abscesses, where the patient is con- 
fined to bed for a long period with a sup- 
purative process in intimate relation with 
the large pelvic veins are predisposing fac- 
tors. 

A definite diagnosis of suppurative pelvic 
thrombophlebitis is fairly difficult to make. 
Other causes of chills and/or fever must first 
be eliminated. A history of operation, abor- 
tion, delivery, or application of radium is 
usually obtained. The patient’s pulse, tem- 
perature, and respiration must be closely 
followed. If spiking fever and chills are 
present, less difficulty is encountered, but all 
patients do not show these characteristic 
signs and symptoms. In occasional cases a 
plateau-like temperature curve is found, and 
the chills may be absent. A fairly constant 
finding is an elevated pulse and a patient 
who does not look as sick as the findings 
would indicate. On vaginal examination, 
little or no exudate is found in the para- 
metrial areas, and, occasionally one can feel 
the thrombosed vein, but this is not a con- 
stant finding. Thrombosed veins should be 
looked. for not only in the parametrial area, 
but along the whole vaginal wall. It has 
been reported by Collins that 85 per cent of 
these cases have infarction into the lung and 
that ali lung infarcts do not produce the 
typical pleural pain and bloody sputum, but 
can be silent. Any patient not responding 
readily to conservative therapy deserves a 
chest plate to determine if infarcts are pres- 
ent. Blood cultures are of value if the result 
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is positive, especially in determining whether 
or not the organism is penicillin-resistant or 
sulfa-fast. However, if negative, it in no 
way rules out the presence of suppurative 
thrombophlebitis. 


The prevention of pelvic thrombophlebitis 
embodies the principles of good surgical 
technique, general care of the patient with 
the restoration of blood loss and it is hoped 
that early ambulation will prevent many of 
these cases. Of course, many will respond 
readily to the sulfonamides and antibiotics 
we have at our command today. The early 
recognition and adequate drainage of cul 
de sac abscesses may prevent this septic type 
of thrombosis. 


The surgical treatment of this condition 
is not new. The earliest surgeon to apply the 
method of venous ligation to gynecology was 
Freund, who in 1898 performed ligation and 
excision of the thrombosed ovarian vein. 
Perhaps Trendelenberg in 1902 was the first 
to perform the procedure successfully in a 
case of puerperal infection. At the first oper- 
ation he ligated the hypogastric vein, but 
because the patient continued to have chills, 
he performed a second operation and ligated 
the ovarian. It is interesting to observe that 
at that time Trendelenberg expressed the 
opinion that vena cava ligation should not 
be considered because if thrombosis was that 
extensive, the procedure would not be suc- 
cessful. Nine years later Trendelenberg had 
apparently changed his mind as he reported 
probably the first successful case of vena 
cava ligation. Proximal venous ligation in 
gynecologic cases received its greatest en- 
thusiasm about 20 to 25 years ago. This pro- 
cedure was very popular in Germany and 
there was heated controversy concerning the 
respective values of the transperitoneal and 
extra peritoneal approach as whether the 
operation should be done after the first or 
third chill. Gradually, the pendulum swung 
toward conservatism, and the operation be- 
gan to be considered dangerous and of no 
value. This was due to the appalling high 
mortality and the poor results obtained by 
numerous surgeons. In his critical analysis 
of the subject, Krotoski justifiably directs 
attention to a number of factors which may 
have accounted for these results. The most 
important being that the operation was fre- 
quently performed too late, by inexperienc- 
ed surgeons and not sufficiently extensive. 
During the recent years, the treatment of 
pelvic thrombophlebitis in cases that fail to 
respond to conservative measures had again 
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turned to venous ligation. We are seeing 
more and more reports of vena cava and 
ovarian vein ligation with good results. 


When we review the collateral circulation 
after vena cava ligation we can appreciate 
the minimal circulatory changes in the lower 
extremities that occur. The collaterals can be 
divided into three groups: 

(1) Superficial, composed of collaterals 
set up via the superficial epigastic and super- 
ficial circumflex iliac veins, which thus con- 
nect the saphenous flow from the lower ex- 
tremities with the superficial thoracic and 
superficial upper abdominal wall venous 
drainage. 

(2) Deep, composed of collaterals set up 
via the anastomoses of the deep (inferio®) 
epigastric and deep circumflex iliac veins 
with the superior epigastric and lumbar 
veins, thus connecting the external iliac vei.s 
with the internal mammary veins and te 
ascending lumbar trunk, and finally, 

(3) the ascending lumbar trunks which 
form a most important part of the venous 
collaterals after ligation of the vena cava. 
These trunks begin on either side of the 
sacral promotory where they communica‘e 
with the middle and lateral sacral veins, 
common iliac hypogastric and ilio lumbar 
veins via the anterior sacral plexus. They 
ascend in front of the transverse processes 
of the lumbar vertebrae and communicate 
with the lumbar veins, the vena cava infer- 
ior, and the right renal vein. The right trunk 
continues as the azygos vein. 

In order to establish a more or less guide 
in the management of the cases, the follow- 
ing surgical procedures were adopted by the 
Tulane gynecological unit at Charity Hos- 
pital in New Orleans. 

(a) Ligation of ovarian veins and hypo- 
gastric veins if thrombi are found in the 
ovarian veins and not the uterine, hypo- 
gastric, or iliac veins. 

(b) Ligation of ovarian veins and in- 
ferior vena cava if thrombi are found in the 
ovarian veins and in the uterine, hypogas- 
tric, or iliac veins. 

(c) Ligation of the ovarian veins and 
inferior vena cava if no thrombi are found 
in the ovarian veins, but are found in the 
uterine, hypogastric or iliac veins. 

In this manner the normal venous chan- 
nels from the uterus are ligated. 

In conclusion the management of pelvic 
thrombophlebitis from a prophylactic stand- 
point involves minimizing surgical trauma 





DR 
mor] 
will 

nosti 
pilat 
orde 
histc 
that 
acuts 
first 

the 7 
blooc 
tient 
been 
point 
be m 
a dia 
that 
ant j 
fortu 
who 
as pet 


Pa 
mitte 
1947. 
Ch 
knee. 


March, 1948 


in pelvic procedures, restoration of blood 
loss, and less traumatizing manipulation at 
the time of delivery; early drainage of cul 
de sac infections, and early mobilization of 
the patient. Early recognition of the pelvic 
infection, and the use of sulfonamides and 
antibiotics will certainly control the major- 
ity. But in the small number where suppura- 
tive thrombophlebitis ensues, early ligation 
of the infected vessels is strongly suggested 
—- care being taken to ligate proximal to the 
infected process in all the possible channels 
of flow. Vena cava ligation associated with 
severance of the sympathetic chain or fol- 
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lowed by repeated paravertebral sympathetic 
block with novacaine, has been proven to be 
an effective, safe treatment of suppurative 
pelvic thrombophlebitis. 
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CLINICAL PATHOLOGIC CONFERENCE 











The University of Oklahoma School of Medicine 


Presented by the Departments of Pathology and Surgery 
Howarp C. Hopps, M.D. AND J. MOORE CAMPBELL, M.D. 


OKLAHOMA CITY, OKLAHOMA 


DR. HOPPS: The case to be presented this 
morning is a very timely one, and one that 
will be of interest to you all; it is a diag- 
nostic problem. There has been careful com- 
pilation and rearrangement, in chronological 
order, of the important events in this man’s 
history as gathered from several sources so 
that the diagnostic problem is not nearly so 
acute as was presented to the clinician who 
first saw this case — e.g. the statement that 
the patient had had a cough and had vomited 
blood was not obtained until after the pa- 
tient had been sick for some time and had 
been to six different doctors. I emphasize this 
point for two reasons: (1) so that you will 
be more cognizant of the difficulty of making 
a diagnosis and thus more tolerant, and (2) 
that you will further appreciate how import- 
ant it is to take a careful history. We are 
fortunate in having with us Dr. Campbell 
who will analyze and discuss the clinical 
aspects of this case. 

PROTOCOL 

Patient: H. R., white male, age 44, ad- 
mitted January 23, 1947; died February 18, 
1947, 

Chief Complaint: Pain in right hip and 
knee. Loss of weight and weakness. 


Present Illness: This man was entirely 
well until August, 1946, when he had an at- 
tack of fever and pain in the left chest with 
blood tinged sputum; this persisted for three 
days. Then it shifted to the right side where 
it remained. He was treated by a local doctor 
for influenza and improved. In October, 1946, 
he had an exacerbation of his previous symp- 
toms and at this time he noted pain in his 
right knee, but without swelling or redness. 
The muscles of the leg ached constantly. 
About a month later the pain spread to the 
right hip; there was pain on walking and 
some limitation of motion. The patient lost 
about 25 pounds in the five or six months 
preceding admission and there was progres- 
sive weakness. 


Past History: Is essentially noncontribu- 
tory except for removal of all teeth about 10 
years ago and a vague history of gonorrhea. 

Family History: Mother died of carcinoma 
of the breast. 


Physical Examination: Temperature 98; 
pulse 84; blood pressure 110/70. The patient 
was well developed but showed evidence of 
recent weight loss. He did not appear acutely 
ill. The heart was regular with no murmurs. 
The first sound was rather rough over the 
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mitral area. There was a pleural friction rub 
in the right chest just to the right of the 
M.C.L. in the 5th and 6th LS. There was 
some reduction in resonance over the right 
middle lung field. The left chest was hyper- 
resonant in the midaxillary line with slight 
dullness posteriorly. There was a round, 
firm, freely movable node in the right supra- 
clavicular area and slight inguinal adeno- 
pathy. The abdomen was normal as were the 
genitalia. The prostate was about “one time 
enlarged,” soft and nontender. No tender- 
ness was found on palpation of the bony 
pelvis and no abnormal masses were felt. 
The right hip showed a marked limitation 
of abduction, adduction and flexion with lack 
of muscle tone in the right thigh. The re- 
flexes were all physiological. 


Laboratory Data: Two urinalyses were es- 
sentially negative. The Mazzini test was 
negative. Two blood counts showed on Janu- 
ary 23, 1947, and January 24, 1947: 12:0 
and 15.0 Gm. hemoglobin; 4.3 and 3.9 million 
RBC’s/cu.mm.; 9,400 and 12,600 WBC’s/ 
cu.mm. ; with essentially normal differentials. 
X-ray studies on January 24, 1947, January 
27, 1947, and January 28, 1948, showed some 
widening of the middle mediastinum, a 
marked destruction of the inferior ramus of 
the right pubic bone and destruction of the 
lower lip of the acetabulum — suggesting 
metastatic lesions of mediastinum and pelvis. 
Evidence of extrinsic pressure on the esopha- 
gus was also observed — thought to be due 
to mediastinal metastasis. K.U.B. and L.V. 
pyelograms revealed no evident disease in 
either kidney. 


Clinical Course: During the week follow- 
ing admission the patient became hoarser, 
weaker, and coughed a good deal (not 
bloody). Palliative x-ray therapy was given, 
but he continued a down-hill course. On Feb- 
ruary 8, 1947, the patient developed auricu- 
lar fibrillation for which he was digitalized ; 
he was placed on the critical list. By Feb- 
ruary 11, 1947, the fibrillation was control- 
led: Two 250 cc. blood transfusions were 
given in addition to other I.V. fluids daily 
and morphine. Much thick sputum was being 
produced and this interfered with respira- 
tions. On February 17, 1947, the patient’s 
condition became much worse; he died at 
8:10 a.m. on February 18, 1947. His temper- 
ature during the last two weeks was persis- 
tently elevated to around 101 — in addition 
there were irregular spikes to as high as 104 
degrees. 
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CLINICAL DIAGNOSIS 


DR. CAMPBELL: Students commonly con- 
sider physical examination to be a completely 
objective investigation of a patient’s ills. 
Actually, as a corolary to Dr. Hopps’ re- 
marks, the history is a direct guide to phy- 
sical examination and indicates how much 
time and detail should be given to each sys- 
tem or region. Diagnosis is arrived at by a 
progressive elimination of various possibili- 
ties until finally only one is left. In this pro- 
cess, history is the first step, next physical 
examination and finally frequencies become 
involved in order that the items comprisirg 
the differential diagnosis may be evaluated 
as to the mathematical probability of ther 
occurrence. Now, in a patient of this typ2, 
where hemoptysis is present, “tumor” ard 
tuberculosis immediately predominate on 
one’s thinking. Many other causes are po;- 
sible, of course, but on the basis of math». 
matical probability tumor and tuberculos's 
must be considered most likely until another 
diagnosis is found. In this patient we find, 
late in his course, roentgenographic evidence 
of destructive lesions of the acetabulum, the 
hip and knee. Is this indicative of tubercu- 
losis? The answer is, “No.” Although tuber- 
culous osteomyelitis occurs, one would not 
expect destruction of the pelvic ramus in 
tuberculosis. The most frequent disease in- 
volving both lung and bone in this manner 
is a malignant neoplasm: carcinoma of the 
prostate, lung, thyroid and kidney — in men 
— would be most likely, and in this approxi- 
mate order of frequency. Carcinoma of the 
prostate, in its metastatic involvement of 
bones, is notoriously selective of bones of 
the pelvis and lower spine. This is probably 
based on retrograde venus embolism rather 
than on lymphatic spread. In addition, car- 
cinoma of the prostate gets into the general 
systemic circulation relatively early so that 
metastasis to the lungs is a frequent occur- 
rence. Most individuals with carcinoma of 
the prostate do not die until they have both 
bone and lung involvement. This can be con- 
trasted with carcinoma of the cervix in 
which ureteral involvement usually leads to 
death from uremia before distant metastases 
are prominent. From the standpoint of fre- 
quency, I would say that this man had car- 
cinoma of the prostate with metastatic in- 
volvement of the pelvis and lungs. This 
man’s prostate was soft and enlarged about 
one time. If the gland were large and ston 
hard one would feel much more secure in the 
diagnosis of prostatic carcinoma. A primary 
carcinoma of the prostate can be small and 
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yet metastases may be extensive (“occult 
carcinoma”’). I recall one patient whose chief 
symptom was shortness of breath. He had 
been taking treatment for asthma for a year 
and still he was short of breath. His vital 
capacity was greatly reduced. In spite of 
oxygen therapy he died of what appeared 
to be suffocation. At autopsy he had a very 
small, almost insignificant, carcinoma of the 
prostate, 3 mm. in diameter, with almost 
complete replacement of both lungs by me- 
tastatic neoplasm. 


Carcinoma of the lung would certainly be 
next in order of consideration. We have men- 
t oned its frequency. Against this diagnosis 
is the fact that skeletal involvement was 
|.mited to the pelvis. Carcinoma of the lung 
very commonly metastasizes to bone but one 
(oes not expect metastasis to be limited to 
‘ne pelvis. 


Now, what about bone tumors? Primary 
one tumors, as compared with those of the 
-tomach, prostate and lung are rare. Furth- 
rmore, the radiologist can usually make a 
gecific diagnosis of bone sarcoma on the 
asis of x-ray characteristics. He comes 
loser to giving a “microscopic” diagnosis 
n bone tumors than on any other type of 
eoplasm. Sarcomas of bone usually metasta- 
size to lungs early so that with these two 
tructures involved, primary neoplasm of 
hone must be considered. Could a positive 
diagnosis have been made by making a punch 
biopsy from the pubic bone? Yes, and I think 
that in all cases of this sort, even if the pa- 
tient is in extremis, an attempt should be 
made to adequately diagnose the case. To il- 
lustrate the possible benefit from what many 
might consider a needless and thus radical 
procedure, I recall a patient who was demon- 
strated to us with extensive cancer metasta- 
sis to the liver. Large nodules were readily 
evident upon physical examination. At autop- 
sy this patient was found to have multiple 
gummata of the liver. His outlook would 
have been completely different had he been 
given the benefit of syphilotherapy. Do not 
close the book on any case without making 
a diagnosis. 


CLINICAL DISCUSSION 
DR. HOPPS: What then is your final diag- 
10sis, Dr. Campbell? 


DR. CAMPBELL: Carcinoma of the prostate; 
the second choice would have to be undif- 
‘erentiated carcinoma of the lung. 


DR. HOPPS: In the case of carcinoma of the 
»yrostate I understand that you are consid- 
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ering metastasis to the lungs. In the case of 
primary carcinoma of the lung why do you 
specify that it is an undifferentiated type? 

DR. CAMPBELL: Squamous cell or adeno- 
carcinomas do not behave in this way, but 
undifferentiated (round cell) carcinomas be- 
have similarly to carcinoma of the prostate 
from the standpoint of regional spread and 
distant metastasis. 


ANATOMIC DIAGNOSIS 


DR. HOPPS: As a corolary to your case of 
multiple gummata of the liver I remember 
a man in extremis who, because of his con- 
dition, was “protected” from extensive phy- 
sical examination. After he died it was found 
that he had Addison’s disease. Here again 
had the diagnosis been made, effective and 
life-saving therapy would have been possible. 
I think that many people die because the 
doctor gives up. You ask a medical student 
assigned a patient who is in coma what did 
the ocular fundi show, and he says he did 
not look at them, that he did not wish to 
disturb a patient who is in a coma. Actually 
that is a fine time to examine the patient, 
since he is not liable to emotional disturb- 
ance. 


This man, at death, measured five feet 11 
inches and weighed approximately 100 
pounds, so that there was marked emacia- 
tion. Following our usual procedure we first 
opened the peritoneal cavity. The inferior 
margin of the liver was down slightly, the 
mesentery was almost devoid of adipose tis- 
sue, but there was little eise of significance. 
Next we opened the pleural cavity and on 
the left we found about 1000 cc. of turbid, 
dark bloody fluid which contained much 
fibrin; the pleural surfaces were shaggy, 
covered by fibrinous exudate. A somewhat 
similar appearance was seen on the right 
side, but only 300 cc. of fluid was found. 
When this fluid was removed and the pleura 
was carefully examined, four yellow tumor 
nodules, 0.5-1 cm. in diameter, were seen in 
the parietal pleura. The pericardial cavity 
was not remarkable. The heart was slightly 
dilated, but not of increased weight. The 
lungs weighed 2250 Gm. (normal 650 Gm.) ; 
the left was a little heavier and more dense 
than the right. Two cm. from the bifurcation 
of the trachea, in the right main stem 
bronchus, was the primary neoplasm. This 
was a bronchogenic carcinoma. It appeared 
as a firm, raised, yellow mass of tumor tis- 
sue which completely surrounded the bronch- 
us, replacing the mucosa. As we explored 
further, obstruction from this tumor mass 
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became progressively more marked so that 
two or three cm. farther along the bronchus, 
there was complete obstruction. Distal to 
this point of obstruction the bronchus was 
filled with yellow green exudate. The muco- 
sal surface was covered by a gray green 
necrotic exudate. This is a common compli- 
cation of carcinoma of the lung. Clinical 
manifestations of carcinoma of the lung fall 
into two major categories and both are il- 
lustrated by this case: (1) those signs and 
symptoms which result from the tumor per 
se, i.e. tumor mass which may be palpated 
or visualized by x-ray, hemoptysis, pain — 
especially related to osseous metastases — 
cachexia and possibly fever, and (2) those 
signs and symptoms which are secondary to 
mechanical obstruction of air passages. Since 
carcinoma of the lung usually originates in a 
major bronchus, obstruction of a major 
bronchus occurs early in the course of the 
disease. Three effects may result: (a) ab- 
sorption atelectasis with shift of mediastin- 
um to the affected-side, or (b) progressive 
emphysema with shift of mediastinum away 
from the affected side — (this occurs if the 
obstruction acts as a ball-valve allowing air 
to enter, but preventing its escape) and/or 
(c) infection of that part of the lung sup- 
plied by the obstructed bronchus. This may 
be in the form of bronchiectasis (as in this 
case), lung abscess or focal pneumonia. In 
this patient there was, in addition to the 
suppurative bronchitis (bronchiectasis), still 
another complication, a large infarct of the 
lower lobe. Apparently, as a result of neo- 
plastic growth (narrowing from extrensic 
pressure and subsequent thrombosis), there 
was complete obstruction of a major bron- 
chial artery. Changes in the right lung were 
largely an effect of extensive bronchopneu- 
monia. There was the same shaggy (fibrin- 
ous) exudate as in the left. Those were the 
major findings in the lungs. There had been 
hematogenous dissemination of tumor em- 
boli and resultant metastatic involvement of 
the left suprarenal gland, right kidney, liver 
and, of course, the right hip and pelvis. De- 
struction of bone was so marked here that 
the involved osseous tissue could easily be 
cut with a knife. In addition to the involve- 
ment of hilar and mediastinal lymph nodes 
—incidentally, the subserosa of the esopha- 
gus was included in this, there was extensive 
involvement of periaortic and retroperitoneal 
lymph nodes. Our final anatomic diagnosis 
was: 
Primary carcinoma of left lung, undif- 
ferentiated (Reserve cell) type arising 
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in main-stem bronchus 

Carcinomatous metastasis to hilar, trach- 
eal, periaortic and retroperitoneal lymph 
nodes ; esophagus ; liver; pancreas; right 
kidney; left adrenal; left parietal pleu- 
ra; and right pubic and iliac bones 

Bronchiectasis, both lower lobes, severe; 
with bronchitis and bronchopneumonia, 
acute and chronic 

Hemorrhagic infarct of left lower lobe of 
lung 

Fibrinous pleuritis, bilateral, organizing; 
with bilateral hemorrhagic pleural ef- 
fusion 

Rheumatic (7?) endocarditis of mitral 
valve and left atrium, chronic inactive 

Dilatation of right atrium and ventricle 

Passive congestion of liver, spleen and 
kidneys, chronic 

Fading infarct of spleen 

Atherosclerosis of abdominal aorta and 
coronary arteries, moderate 

Prostatic hyperplasia 

Cholecystitis, chronic, with cholelithiasis 

Emaciation 


DISCUSSION 

QUESTION : Isn’t carcinoma of the prostate 
rare at this age? 

DR. HOPPS: Yes, probabilities based upon 
age would be much more in favor of car- 
cinoma of the lung. Carcinoma of the lung 
is most frequent in the fifth decade (40-49 
years). Carcinoma of the prostate can occur 
at this age, but it is more frequent in the 
seven, eight and ninth decades. 

QUESTION: What cell type was this car- 
cinoma of the lung? 

DR. HOPPS: As Dr. Campbell postulated it 
was an undifferentiated or so-called reserve 
cell carcinoma. 

QUESTION: Could this have been found by 
bronchoscopic examination? 

DR. HOPPS: In all probability, yes. 

QUESTION: Would not a determination of 
serum phosphatase have helped in this dif- 
ferential diagnostic problem? 

DR. HOPPS: Yes. An elevation of serum 
acid phosphatase would have helped greatly 
in making a positive diagnosis of prostatic 
cancer. If this value had been found to be 
within normal limits, it would have been 
strong evidence against prostatic carcinoma. 

QUESTION: What was the cause of this 
patient’s pain in the knee? 

DR. CAMPBELL: Dysfunction of the hip 
usually first manifests itself as pain in the 
knee. 
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QUESTION : Was an acid fast stain done to 
rule out tuberculosis? 


DR. HOPPS: No. All the pertinent informa- 
tion is in the mimeographed data which has 
been furnished to you with one exception. A 
supraclavicular lymph node was biopsied and 
the report was reserve cell carcinoma. This 
data was withheld but all the clinical in- 
formation was given. 


QUESTION: Is microscopic examination of 
bronchial secretions of value in diagnosing 
carcinoma of the lung? 


DR. HOPPS: Personally, I have had little 
experience with this. Very recent reports 
are quite enthusiastic using Papanikalou’s 
stain. It has been reported that by this 
means a much higher percentage of pulmonic 
cancers can be correctly diagnosed. Bron- 
chioscopic examination is of course limited 

) the major chonchi and thus can only be 
expected to visualize neoplasms which lie 
within this rather limited range. With Papa- 
nilalow’s method one examines secretions 
rom a large area, including the periphery 
cf the lung. In the diagnosis of cancer, prop- 
er examination of exudates or other fluids is 
ften of very great value. The centrifuged 
sediment may contain obviously neoplastic 
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QUESTION: Are you likely to spread the 
cancer by asperating pleural fluid? 

DR. HOPPsS: If neoplastic cells are already 
contained in the chest fluid I do not think 
you can do much more damage than has been 
done. Dr. Campbell, I have heard you discuss 
removal of the pleura in these cases. Is that 
feasible? 

DR. CAMPBELL: If carcinoma has spread to 
the parietal pleura and involves the ribs and 
intercostal spaces, wide resection of the in- 
volved portion of chest wall is possible. This 
procedure has been done in approximately 
15 or 20 reported instances. About one-third 
of the patients died in 30 days, another third 
in another 30 days, and in another 30 days 
the rest were dead. The result was about the 
same as though nothing had been done. I 
have never seen an implant by thoracentesis, 
although rarely they do occur. 

DR. HOPPS: In conclusion I should like to 
stress two points: (1) any man between the 
ages of 40 and 60 years who coughs up blood 
should be considered to have carcinoma of 
the lung until this is disproved. (2) Carci- 
noma of the lung is coming to be one of the 
most frequent carcinomas, following close 
in frequency after carcinoma of the stomach. 
It is probably the most common cancer which 
occurs in men during the fifth decade, ex- 
cluding, of course, skin cancer. 





homa, at the earliest possible date. 





ANNUAL MEETING HEADQUARTERS 
Skirvin and Skirvin Tower Hotels 


Oklahoma City, Oklahoma 


ROOM RESERVATIONS 


Adequate housing facilities at the leading hotels have been arranged. However, 
it will not be possible to house everyone in the Skirvin and Skirvin Tower. It is 
suggested that all those planning on attending the Annual Meeting make their hotel 
reservations through the Executive Office, 210 Plaza Court, Oklahoma City 3, Okla- 


In making your reservations please be certain that you advise the date of your 
arrival, the approximate time you expect to register into the Hotel, and the date you 
will leave. Room reservations are cancelled at 7:00 p.m. unless a later arrival time 
is specified and guaranteed. 
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For almost two years those of us who are physicians have 
been conscientously aware of the values that will come to the state 
of Oklahoma and its citizenry through the establishment of the 
Medical Research Foundation. The financial support that has been 
given to this program by the doctors of medicine and dentistry 
and the allied professions of pharmacy and nursing has been 
outstanding yet our work is not yet done. 


Starting in February, the public at large is being asked to 
give financial assistance to the establishing of the Foundation and 
it is the obligation of all of us to see that the public knows and 
understands how they may personally profit. 


It is unnecessary for me to reiterate the tremendous fields 
of research that are open. As you see your patients day by day, 
I know of no greater part that each of us could play in building 
a great state than by taking a few minutes to explain to them 
reasons why they should give of either their time or their worldly 
goods to furthering the Medical Research Foundation. Let us 
recognize the fact that all perhaps cannot give money but everyone 
can give in spirit and enthusiasm. 


I know of one physician who took time with his patients to 
discuss this subject and received an initial gift of $2000 which 
has subsequently been increased by an additional $3000 contribu- 
tion. 


During the campaign among the general public, let the 
doctors of medicine take the lead in seeing that no question is left 
unanswered as to our support of this worthy cause. Remember the 
slogan—“That More May Live Longer.” 


<3 RD pts, 


President. 
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REORGANIZATION INTO EFFECT 
AT MEDICAL SCHOOL 


A new plan for departmental -organization of the 
University of Oklahoma School of Medicine was put 
into effect February 14, 1948, when the university’s 
board of regents approved a new system submitted by 
the medical school faculty. The main feature of the 
new plan is a method for the rotation of departmental 
chairmanships. While this idea is new to the medical 
school, it has been used successfully on the Norman 
campus for several years. 

Formerly, the departmental administrator who was 
called ‘*head’’ instead of chairman was appointed with 
no definite tenure of office. He was named by the dean 
of the medical school. Under the new plan each clinical 
department will nominate two or three men, and a chair- 
man and vice-chairman will be selected from these by 
the dean and his advisory council. Nominations will be 
made every two years, thus allowing for a rotation of 
the chairmanship. The chairman and vice-chairman may 
succeed themselves. This method of selection and chair- 
man-rotation does not apply to the smaller pre-clinical 
departments which include anatomy, bacteriology, bio- 
chemistry, pathology, pharmacology and physiology. 

The reorganization plan also calls for monthly de- 
partmental meetings for discussion of problems relating 
to education of medical students, graduate training of 
intern and residents and other departmental business. 
There has been no system of regular meetings in the 
past. Also each department will make recommendations 
to the dean and his advisory council concerning new 
appointments to the medical school faculty and promo- 
tion of members of the faculty. There was no regular 
system for faculty promotion in the past. 

According to Dr. Mark R. Everett, dean of the medical 
school, this new plan is part of a program to make the 
entire administration of the medical school more efficient. 
He said ‘‘Most of the members of the clinical faculty 
are physicians who are also practicing medicine in 
Oklahoma City. They give a large amount of their time 
to the medical school without pay, and should not be 
expected to carry the load of departmental administra~ 
tion for too long a time. Rotation of chairmen will 
spread out the burden of administrative work, and will 
give the members of the clinical faculty more time for 
research and advanced study. We think that this plan 
will improve the working of the entire medical school. 
The plan is not inflexible, and changes will be made if 
they prove necessary.’’ 

The first group of chairmen and vice-chairmen under 
the new plan are: department of dermatology and 
syphilology, C. P. Bondurant, M.D., chairman, John H. 
Lamb, M.D., vice-chairman; department of gynecology, 
Grider Penick, M.D., chairman, J. W. Kelso, M.D., vice- 
chairman; department of internal medicine, R. Q. Good- 
win, M.D., chairman, W. W. Rucks, Jr., M.D., vice- 
chairman; department of obstetrics, J. B. Eskridge, Jr., 
M.D., chairman, E. N. Smith, M.D., vice-chairman; de- 
partment of ophthalmology, J. P. McGee, M.D., chair- 
man, James R. Reed, M.D., vice-chairman; department 
of orthopedic surgery, D. H. O’Donoghue, M.D., chair- 
man, C. R. Rountree, M.D., vice-chairman; department 
of oto-rhino-larynogology, L. Chester McHenry, M.D., 
chairman, J. C. McDonald, M.D., vice-chairman; depart- 
ment of pediatrics, Clark H. Hall, M.D., chairman, Car- 
roll M. Pounders, M.D., vice-chairman; department of 


psychiatry and neurology, Coyne Campbell, M.D., chair 
man, Charles E, Leonard, M.D., vice-chairman; depart- 
ment of radiology, Peter E. Russo, M.D., chairman, W. 
E. Eastland, M.D., vice-chairman; department of surgery, 
L. J. Starry, M.D., chairman, Forrest M. Lingenfelter, 
M.D., vice-chairman. 


TULSAN IS PRESIDENT 
OF ANESTHESIOLOGISTS 


With the election of Harold Boyd Stewart, M.D. 
Tulsa, as president of the American Society of Anes 
thesiologists, the Oklahoma State Medical Association 
has its first member named to the presidency of a na 
tional specialist group. 

Well qualified for the position, he is one of th 
founders of the American Board of Anesthesiology and 
a member of that board from 1937 to 1946. He served 
as its president in 1944. From 1932 to 1935 he wa: 
president of the Southern Association of Anesthetists 

Born in 1896, Dr. Stewart graduated from the Ohic 
State University college of medicine in 1923 and after 
practicing three years in Springfield, he came to Okla 
homa August 1, 1927, as chief of the department of 
anesthesiology at St. John’s hospital in Tulsa. He was 
chief of staff at St. John’s in 1945, and a member of 
the board of governors at St. John’s from 1946 to date. 

Besides his medical affiliations, Dr. Stewart is active 
in civic affairs and is a member of the Board of 
Stewards of Boston Avenue Methodist church. He re- 
cently resigned from the Tulsa Rotary club after 13 
years’ membership because of pressing professional 
duties. He was director of the Tulsa community fund 
from 1943 to 1945 and president of the Family and 
Children’s service of Tulsa in 1945. 

Adding to the list of offices he has held are president 
of the Tulsa County Medical Society in 1942 and a 
member of the board of trustees from 1943 to 1947, 
and member of the Blue Cross board of directors. 





A veteran of World War I, Dr. Stewart is married 
and has two children. His home is at 2500 East 27th 
Place, Tulsa. 


MEDICAL SERVICE SOCIETY 
RAISES PLEDGE 


At the regular monthly meeting 
of the Oklahoma City chapter of the 
Medical Service Society of America 
the group raised their pledge for the 
Oklahoma Medical Research Founda- 
tion from $1000 to $5000. The so- 
ciety is composed of detail men rep- 
resenting pharmaceutical houses. 

Two guest speakers were also present for the meeting. 
W. W. Rucks, Jr., M.D., expressed the appreciation of 
the medical profession for the work being done by the 
Medical Service Society to promote the Oklahoma Medi- 
eal Research Foundation. E. R. ‘‘Pete’’ Weaver, secre- 
tary of the Oklahoma Pharmaceutical Association, Still- 
water, also spoke to the group. 

Members of the M.S.S. reported good reception from 
the distribution of ad reprints they have made in 
doctors’. offices, hospitals, ete., for display purposes to 
give more widespread appeal to the recent newspaper 
advertising. 
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IRRITABLE 
BOWEL 


\ 


“Therapeutic efforts toward the relief of constipation 
in patients with an irritable bowel syndrome 

must be continued over prolonged periods of time. 
Cathartics which exert their action by direct 
irrigation of the intestinal mucosa have 


\ 1 
[he most satisfactory results...” ) 
\ 
. 


SYNDROME no place in long-term bowel management. . . . 


The most satisfactory results were 
obtained with a hydrophilic mucilloid [Metamucil] 
prepared from psyllium seed... .’’* 


METAMUCIL 


When prolonged treatment is indicated, Metamucil— 
the “‘smoothage”” management of constipation 
fits well into the program. 
Smooth, gentle, normal evacuation—the desired action in 


the irritable bowel syndrome—is afforded by 

the use of Metamucil. 

Metamucil is the highly refined mucilloid of Plantago ovata (50%), a seed 
of the psyllium group, combined with dextrose (50%) 

as a dispersing agent. Metamucil is the registered trademark of 

G. D. Searle & Co., Chicago 80, Illinois. 


*Dolkart, R. E.; Dentler, M., and Barrow, L. L.: The Effect of 
Various Types of Therapy in the Management of the Irritable Bowel 
Syndrome, Illinois M. J. 90:287 ( Nov.) 1946, 


RESEARCH 


SEARLE IN THE SERVICE 


OF MEDICINE 
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DO YOU HEAR IT? 


‘*Tell Me, Doctor’’ is the title of the five 
minute nightly radio program broadcast over 
KOCY (1340 on your dial) at 10:08 p.m. This is 
the combined work of the Public Policy and Pub- 
licity Committee and the Radio Sub-Committee of 
the State Medical Association. 

The initial’ pregram went on the air February 
16, 1948. The programs are transcriptions on 
health subjects designed to be of infofmation and 
interest to the public. The transcriptions were 
purchased at cost from the Michigan State Medi- 
eal Society which has, and is, sponsoring the same 
programs on stations located throughout the state 
of Michigan. A highly receptive record has been 
established through these presentations of several 
months. 

Station time for the Oklahoma City program 
has been “purchased by Connie’s Prescription 
Shoppe, 1209 North Walker, Oklahoma City, Okla- 
homa—C, J. ‘‘Connie’’ Masterson, owner. The 
overall schedule calls for 312 five minute programs 
extending over a period of a year. Commercial 
openings and closing are not transcribed and are 
screened by both the sponsor and the committee. 

This work is somewhat experimental in that it 
is an initial move into the radio field and a direct 
implementation of one important section of the 
recently adopted expansive Public Relations Pro- 
gram of the Association. 

The radio phase of the program is designed to 
use the 29 radio stations in Oklahoma as soon as 
the committee can make final arrangements. Local 
sponsors from a selected field are to be obtained 
to control costs and it is anticipated that some 
local participation and regional subjects can be 
incorporated as this activity develops. 

Members of the Public Policy and Publicity 
Committee are: McLain Rogers, M.D., Clinton; C. 
G. Stuard, M.D., Tulsa; John F. Burton, M.D., 
Oklahoma City; C. E. Northeutt, M.D., Ponca 
City; D. H. O’Donoghue, M.D., Oklahoma City; 
and D. W. Darwin, M.D., Woodward. D. H. 
O’Donoghue, M.D., is the radio sub-committee 
chairman and the following represent members of 
the committee by Councilor Districts: William 
Lafon, M.D., Alva; P. J. Devanney, M.D., Sayre; 
Mark Holeomb, M.D., Enid; James Haddock, 

Norman; Gerald Downing, M.D., Lawton; 

2. Brown, M.D., Tulsa; E. D. Padberg, M.D., 

Ada; W. N. Weaver, M.D., Muskogee, and Nes- 
bitt L. Miller, M.D., Oklahoma City. 











OKLAHOMA GROUP ATTENDS 
THREE CHICAGO MEETINGS 


Representatives from the Oklahoma State Medical As- 
sociation and related groups attended three conferences 
in Chicago in February. 

February 6 and 1 Ned Burleson, M.D., Prague, and 
Dick Graham, executive secretary of the Oklahoma State 
Medical Association, attended the third annual meeting 
of the National Conference on Rural Health. Dr. Burle- 
son is chairman of the rural health committee of the 
Oklahoma State Medical Association. Health problems 
of the rural child, rural youth and World War II,. child 
psychology, rural public health organization, Olmstead 
county child health project, rural youth looks at health, 
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rural school health program and medical service in rural 
areas were topics under discussion at this conference. 

The 2lst annual meeting of the National Conference 
on Medical Service was held February 18 and Oklahoma 
representatives attending this meeting were Henry Tur- 
ner, M.D., Oklahoma City, Clinton Gallaher, M.D., 
Shawnee, Bill Harkey, attorney for the state board of 
medical examiners, and Dick Graham. 

Attending the 54th annual Congress on Medical Edi 
eation and Licensure February 8, 9 and 10 were Dr. 
Turner, Harkey, Graham, Mark Everett, M.D., dean, 
School of Medicine of the University of Oklahoma, and 
Paul Fesler, administrator, University Hospital, Ok) 
homa City. 

All tliree meetings were held in the Palmer House at 
Chicago, 


COYNE CAMPBELL OPENS 
NEW SANITARIUM 


Moving into larger quarters for the third time in nine 
years, Coyne H. Campbell, M.D., opened his new sani- 
tarium at Northeast 23rd and Spencer Road, Oklahoma 
City, in January. 

Thirty beds was the capacity of Dr. Campbell’s first 
sanitarium which he opened in 1939 at 717 Nort 
Robinson. In 1941, he moved to Fourth and Walnut 
where he had a 60-bed sanitarium. 

At his new sanitarium, 100 patients can be cared fo 
in the modern, fireproof buildings recently built on 
20-acre tract. No bars are on the windows and detentior 
screens are used on the buildings. A department of 
occupational therapy has been added and the sanitariun 
is equipped to care for a limited number of custodia 
patients. Private, semi-private rooms, and wards ar 





available. 

The offices of the Campbell Clinie are also located a 
the above address and the clinic is open 24 hours. H. G 
Sleeper, M.D., is also associated with Dr. Bell and D 
Campbell. 

The sanitarium has an open staff and any qualified 
psychiatrist who is a member of the state medica 
association can bring patients there, Dr. Campbel 
explains. 


GRAHAM IS GUEST SPEAKER 
AT COLORADO CONFERENCE 


Explaining ‘‘ Medical Public Relations and Postgradu 
ate Education in Oklahoma,’’ Dick Graham, executive 
secretary of the Oklahoma State Medical Association, 
was guest speaker at the first annual conference of 
presidents and secretaries of component medical societies 
of the Colorado State Medical Society. The meeting was 
held February 14 at the Colorado room of the Shirley- 
Savoy hotel in Denver. 








O.S.M.A. MEMBER TO ROME 
IN MAY 


Howard L. Puckett, M.D., Stillwater, will leave 
in May to appear before the International College 
of Surgeons in Rome, Italy. At the Rome meeting 
he will give an illustrated lecture on his operation 
for reconstruction of the finger. 


Dr. Puckett made a similar trip to Lima, Peru, 
in March, 1946, where he lectured and showed a 
moving picture on his surgical operations on bone 
deformities following injury. 
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Experience is the Best Teacher 


It’s true in medicine— 


John William 


Ballantyne 
(1861-1923) 


proved it in 
obstetrics 


Sr, 


ALLANTYNE, in his early 

studies of anatomical and 
pathological conditions found in 
the new-born, sensed the value 
of routine prenatal care in ob- 
stetrics. As a pioneer for pre- 
natal care he was the first to es- 
tablish a clinic for the expectant 
mother. World-wide acceptance 
of Ballantyne’s concepts quickly 
followed his successful experi- 


ences in prenatal supervision. 


Experience is the best 
teacher in choosing 
a cigarette, too! 


MORE PEOPLE ARE SMOKING CAMELS 
THAN EVER BEFORE! 


Yes, experience is the best teacher in choosing a cigarette. 
Millions of smokers who have tried and compared differ- 
ent brands have found that Camels suit them best. As 
a result, more and more people are smoking Camels as the 
“choice of experience.” 

Try Camels. See if your own taste doesn’t appreciate 
the rich, full flavor of Camels. See if your own throat 
doesn’t welcome Camel's cool mildness. 

Let your own experience tell you why more people are 
smoking Camels than ever before. 


According to a Nationwide survey: 


l/More Doctors Smoke CAMELS 


than any other cigarette 


When 113.597 doctors from coast to coast — in every field of medicine — were asked by three independent 
research organizations to name the cigarette they smoked, more doctors named Camel than any other brand! 
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25 YEARS AGO 


(from Editorial Notes—Personal and General) 
Dr. J. 8. Allison, Tahlequah, visited the New Orleans 
Clinies in February and March. 











Dr. J. M. Postelle, Oklahoma City, attended the New 
Orleans Clinics in March doing work in gastro enterol- 
ogy. 


Tulsa physicians are anticipating the construction of 
a building to be used exclusively by physicians, dentists 
and allied professions. . . . Contract has been let for an 
eight story building, to be located at 6th and Boulder, 
which will cost $400,000. 

Dr. Winnie M. Sanger, Oklahoma City, a leader in the 
Oklahoma State Federation of Women’s Clubs, addressed 
the young women of Weatherford recently. Her subject 
was ‘‘ Beauty and Duty.’’ 





DO YOU KNOW? 


That the Oklahoma State Medical Association 
office makes mistakes? In the last issue of the 
Journal in this same column, we inadvertently 
left out the names of the following Oklahoma 
physicians who have been certified by the Ameri- 
ean Board of Surgery: 

Patrick Nagel, M.D., Oklahoma City; S. N. 
Stone, M.D., Oklahoma City; Joe Parker, M.D., 
Oklahoma City; and Ray H. Lindsey, M.D., Pauls 
Valley. 











A.M.A. DIRECTORY SECOND REQUEST 
TO BE MAILED SOON 


A second request with a duplicate information card 
will be sent soon to all physicians from whom cards have 
not been received so that they will have an opportunity 
to supply the necessary information for their listing in 
the Director of the American Medical Association. 

Physicians are urged to use the card addressed to them 
as it bears their own serial number assigned to their 
data. If any physician receives a card addressed to 
another physician who has moved away, he is requested 
to return the doctor’s card with the new address written 
on the slip bearing his name and serial number. 

Before the card is filled out, physicians are asked to 
check the list of specialities on the back of the card 
and select only one specialty, indicating, in the space 
provided on the front of the card, either that practice 
is limited to that specialty or that special attention is 
given to that branch of medicine along with general 
practice. Fill in the lines marked ‘‘intern’’ and ‘‘resi- 
dent’’ only if you are now serving an internship or 
residency in a hospital. 


March, 1948 


ANNOUNCEMENTS 


PEDIATRICS COURSE SLATED 
AT SCHOOL OF MEDICINE 


A three-day postgraduate course in pediatrics will be 
given at the University of Oklahoma School of Medicine 
and Children’s Hospital, March 22-24. 

Dr. Waldo E. Nelson, professor of pediatrics, Temple 
University and Dr. Myron E. Wegman, professor of 
pediatrics, Louisiana State University will be guest 
speakers. Dr. Nelson is editor of the Mitchell-Nelson 
textbook on pediatrics and he was one of the speakers 
at the Oklahoma City Clinical Society in 1946. 

The tentative program includes: rheumatic fever, 
problems of the premature infant, tuberculosis of in- 
fancy and childhood, parenteral fluid therapy, diarrheal 
diseases, immunizations, celiac disturbances, infant feed- 
ing management of meningitis, acute leukemia in chiid- 
hood, anemias of infancy and childhood, nephritis and 
nephrosis, appendicitis in young, children, nutritional 
disturbances, and growth and development. 

Members of the department of pediatrics at the meii- 
eal school will conduct hospital rounds each morning. 
The course is open to any interested practicing physician 
and no fee will be charged. 


PEDIATRICIANS TO MEET 

The areal meeting of the American Academy of 
Pediatrics will be held at the Olympic hotel, Seatt e, 
Washington, September 13-15, 1948. All members of 
state medical associations are invited to attend. Regis- 
tration fee will be $5.00 for non-members together with 
a $5.60 registration for which each registrant receives 
a ticket to the banquet, making a total registration fee 
of $10.00. For further information or registration ad- 
dress: Dr. C. G. Grulee, Secretary-Treasurer, American 
Academy of Pediatrics, 636 Church Street, Evanston, Ii. 


OBS.-GYN. EXAMS SET 

The general oral and pathology examinations (Part 
II) for all candidates will be conducted in Washington, 
D. C., by the American Board of Obstetrics and Gyne- 
cology from Sunday, May 16, through Saturday, May 22, 
1948. The Shoreham hotel in Washington will be head- 
equarters and hotel reservations should be made by writ- 
ing direct to the Shoreham. Information and application 
blanks should be addressed to Paul Titus, M.D., Seer 
tary, 1015 Highland Building, Pittsburgh 6, Pa. 


RADIOLOGICAL SOCIETY 
SEES X-RAY FILMS 


Lucian Pascucci, M.D., presented x-ray films on several 
eases when the Oklahoma State Radiological Society met 
in Tulsa recently at the Mayo hotel. 

Those present were: Ira Lockwood, M.D., Kansas 
City; Jim Stevenson, M.D., Tulsa, and E. Palik, M.D., 
pathologist at St. John’s hospital, Tulsa. 
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HAVE YOU HEARD? 











Recently elected officers of the medical staff of the 
Ardmore Sanitarium and Hospital are chairman, Roger 
Reid, M.D.; vice-chairman, F. W. Boadway, M.D.; sec- 
retary, Ethel M. Walker, M.D.; consultants in surgery, 
J. O. Asher, M.D., A. W. Trwman, M.D.; consultants in 
obstetric s, J. Hobson Veazey, M.D., Bthel M. Walker, 
M.D.; and consultants in medicine, Joseph R. Karlick, 
M.D. and J. B. McConnell, M.D. 


George W. Scott, M.D., Tishomingo, has been awarded 
the bronze star medal for exemplary conduct in ground 


combat against the armed enemy on or about August 3, 
1945, in the Pacific theater of operations. 


J. Raymond Hinshaw, M.D., University of Oklahoma 
School of Medicine graduate of 1946, and Rhodes 
Scholar now studying at the University of Oxford, Ox- 
ford, England, writes that he has been spending the past 
several weeks in Stockholm, Copenhagen, Uppsala and 
the Netherlands. Dr. Hinshaw said when he returned to 
Oxford to enroll for this semester that Professor Le 
Gros Clark, head of the medical school, had made plans 
for him to work with him in his department on research 
problems this year and next year. Writing of Stockholm, 
Dr. Hinshaw said, ‘‘The whole town has much the ap- 
pearance of a well kept hospital, it is so clean.’’ Dr. 
Hinshaw is the son of Dr. and Mrs. J. R. Hinshaw, 
Norman. 


R. Rountree, M.D., Oklahoma City, has been elected 
a member of the membership committee of the American 
Academy of Orthopedic Surgeons. Those elected to the 
five man board were chosen from various parts of the 
United States to determine the qualifications necessary 
for those elected to the academy. Dr. Rountree was 
named to the committee at a meeting held the last week 


in January in Chicago. 


L. G. Neal, M.D., Ponea City, diseussed ‘‘Sex Edu- 
eation in Children of Five and Six’’ at a recent P.T.A. 
meeting in Ponca City. 


F. M. Adams, M.D., Vinita, spoke on ‘‘ Understanding 
Our Children’’ at a joint meeting of Muskogee P.T.A. 
groups. A question and answer period followed Dr. 
Adams’ speech. 


Paul Kernek, M.D., Holdenville, used the ‘‘ Veterans 
Medical Aid and Care’’ plan as the subject of his talk 
before a recent meeting of the Kiwanis club of that 
city. Dr. Kernek traced the history of the veterans 
hospitalization program in the United States prior to 
World War II to the present time. 


Paul T. Powell, M.D., Ponea City, has agreed to assist 
the Kay county health department on a part-time basis 
until a regular full-time director is named. 


J. F. Curry, M.D., Sapulpa, discussed the urgent need 
for a resuscitator at the Sapulpa hospital before a 
meeting of the Sapulpa Business and Professional 
Women’s club. 

M. E. Robberson, M.D., Wynnewood, was honored on 
his 68th birthday with a family dinner January 22. 
Among those attending were Dr. and Mrs. M. E. Kob- 
berson, Jr., and children. 

Port Johnson, M.D., Muskogee, attended the Ameri:an 
Academy of Orthopedic Surgeons meeting in Chic go 
in January. 

E. Stanley Berger, M.D., Lawton, spoke to the Lawton 
Lions club on infantile paralysis. Leslie T. Hamm, M D,, 
president of the Comanche county medical society, «lx 
diseussed polio at the meeting of the group. 


H. C. Weber, M.D., Bartlesville, has been elected 
president of the Bluestem Cattlemen’s association for 
1948. 

O. M. Woodson, M.D., Norman, recently had his car 
and medicine kit stolen from in front of his home during 
the night. 

E. H. Arrendell, M.D., Ponea City, was elected pr-si- 
dent of the Men’s club of the First Presbyterian church 
at an organization meeting of the Ponca City grouy 


Mark D. Holcomb, M.D., Enid, was named president 
of the Garfield County Tuberculosis association at the 
12th annual meeting of the group. Dr. Holcomb gave 
the main address at the meeting and spoke on the topic 
‘Pneumothorax Treatment of Pulmonary Ambulatory 
Tuberculosis. ’’ 


M. L. Whitney, M.D., Okemah, is president of the 
junior chamber of commerce of Okemah. 





OSAGE MEDICAL SOCIETY PRES. 
MARRIES KANSAS GIRL 


Announcement is made of the marriage of 
Charles S. Stotts, M.D., Pawhuska, and Mrs: Betty 
Pratt Rogers at the home of the bride’s parents 
at Fredonia, Kansas, January 3, 1948, at noon. 

Dr. and Mrs. Stotts left after the reception for 
a wedding trip to various points in California and 
are now at home at 301 East 11th St., Pawhuska. 

Dr. Stotts is president of the Osage county 
medical society, chief of staff at the Osage County 
Infirmary and a member of the staff of the Paw- 
huska Municipal hospital. 
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MANUFACTURERS OF 
PURIFIED SOLUTION OF LIVER - DORSEY 
SOLUTION OF ESTROGENIC SUBSTANCES + DORSEY 
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MEDICAL SOCIETIES AROUND THE STATE | 











Carter County 

A discussion of clinical cases of heart disease and the 
viewing of a motion picture dealing with cardiac and 
venal edema constituted the scientific and educational 
program of the Carter County Medical Society when it 
met February 10 for a dinner and business meeting in 
Ardmore. 

Roger Reid, M.D.,° newly elected secretary of the 
Carter county group reported that the meeting was well 
attended with 21 members present. J. M. Gordon, M.D., 
Ardmore, is the county medical society president for 
1948. The Carter county society is planning to bring in 
speakers from outside the area and to make use of 
medical pictures that are available at future meetings. 


Cleveland County 
M. M. Appleton, M.D., Oklahoma City urologist, was 
guest speaker at the January meeting of the Cleveland 
County Medical Society. 


Gartield County 

Donald H. Smith, M.D., Fairview, and A. F. Dougan, 
M.D., Enid, were accepted as members of the Garfield 
County Medical Society at a January meeting of the 
group. Turner Bynum, M.D., Oklahoma City, spoke on 
‘*Medical Aspects of Gastric Uleer’’ and Evans Cham- 
bers, M.D., Byron Cordonnier, M.D., C. J. Roberts, M.D. 
and Paul Champlin, M.D., took part in the related dis- 
cussions, 

Committees were also announced as follows: cancer, 
Dr. Champlin, Evans E, Talley, M.D., and Leland Shy- 
rock, M.D.; disaster, Raymond Jacobs, M.D., George 
Ross, M.D., Waldo B. Newell, Jr., M.D., and Mark Hol- 
eomb, M.D.; and bulletin, Dr. Roberts, Dr. Holcomb, 
John McIntyre, M.D., Avery B. Wight, M.D., and 
Sydney Kaplan, M.D. 


Kiowa County 
Election of 1948 officers was held at the Kiowa County 
Medical Society January 21. New officers are R. F. 
Shriner, M.D., president; Wilson Mahone, M.D., vice- 
president; and J. B. Tolbert, M.D., secretary-treasurer. 


Comanche County 
Bryon W. Aycock, M.D., was elected president of the 
Comanche County Medical Society at the annual election 
meeting of the group. E. Stanley Berger, M.D., was 
named secretary-treasurer and William C. Cole, M.D., 
was elected delegate. 


Payne County 
Public Relations was Dick Graham’s topic when the 
executive secretary of the O.S.M.A. spoke to the Payne 
County Medical Society at a meeting January 18. 
Newly-elected officers presided at the meeting. They are 
Clifford Bassett, M.D., president; C. W. Moore, secre- 
tary; Howard Puckett, vice president. 


Alfalfa-Woods Counties 
At a joint meeting of the Alfalfa-Woods County 
Medical Societies John Records, M.D., and J. F. Kuhn, 
M.D., Oklahoma City, spoke to the group. The meeting 
was held in Cherokee and 12 physicians and their wives 
were present. 


Stephens County 

Fred L. Patterson, Sr., M.D., was elected president of 
the Stephens County Medical Society at a meeting of 
the group February 10. Other officers named were W. 
Walker, M.D., vice-president, and W. R. Cheatwood, 
secretary-treasurer. Dr. Patterson, Wallis S. Ivy, M.))., 
and E, C. Lindley, M.D., were elected to the board of 
censors and Everett G. King, M.D., was named delegate 
to the annual meeting. 





ARDMORE PHYSICIAN HAS 
NEW X-RAY MACHINE 


Walter Hardy, M.D., Ardmore, has recently received 
and had erected the newest General Electric deep ther- 
apy x-ray machine for his hospital. Occupying a room 
in the hospital where it will remain and give its service, 
another machine just like it but portable, will be used 
to go from room to room to treat patients that cannot 
be moved to the x ray departments. In three rooms in 
one section of the hospital Dr. Hardy has recently 
invested $15,000. in equipment. 

Telling the story of the advancement in x-ray machines 
in this excerpt from a clipping from the Daily Ard- 
moreite: ‘‘The fingers and hands of Dr. Walter Hardy 
bear many severe scars that came from the use long 
ago of x-ray machines. These marks on the fingers came 
before men of science learned how to protect the operator 
of an x-ray machine. Now the operators wear gloves 
lined with lead, an apron lined with lead and there is a 
screen in the operating room that is lined with lead and 
it is placed between the machine and the operator while 
the x-ray treatments are being given.’’ 
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In the prophylaxis and treatment of allergic reaction to liver 
extract, penicillin, the sulfonamides and certain other drugs, 
Pyribenzamine hydrochloride is definitely efficacious.':* 


Similarly, the administration of Pyribenzamine prior to a de- 
sensitizing dose of allergen is successful in the prevention of 
constitutional reactions.! By using Pyribenzamine routinely 
during desensitization therapy, it is possible to make greater 
increments of dosage, thereby reducing the total number 
of injections.® 

1. Arbesman, C.E., et al., Jl. of Allergy 17:275, Sept. 1946 


2. Feinberg, S.M., and Friedlaender, S., Am. Jl. Med. Sci. 213:58, Jan. 1947. 
3. Fuchs, A.M., et al., Jl. of Allergy 18:385, Nov. 1947. 


ISSUED: Scored tablets 50 mg. « Elixir, 5 mg. per cc. 


RMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


2/1335 


PYRIBENZAMINE (brand of tripelennamine) « T. M. Reg. U.S. Pat. Off. 
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BOOK REVIEWS 











OCCUPATIONAL MEDICINE AND INDUSTRIAL 
HYGIENE. Rutherford T. Johnstone, A.B., M.D. 
St. Louis: C. V. Mosby Company, 1948. 117 illustra- 
tions, seven in color. 604 pages. 

The commanding significance of modern industry in 
the United States with its widespread distribution plus 
the present transportation facilities, expose every phy- 
sician, no matter how obscure, to occupational diseases 
and liability hazards of industry. With these medicolegal 
problems in mind every physician should possess some 
general knowledge of occupational disease and industrial 
hygiene and should have at hand up-to-date works for 
authentic information on specific cases when occasion 
arises. The 600-page, well-illustrated, carefully indexed 
work of Rutherford T. Johnstone just from the press 
meets this need. Even the physician who has maintained 
an interest in this field and accumulated a reference 
library covering its manifold problems will want to add 
this book to his collection. 

On the fly leaf the quotation from Richard DeBury 
calls attention to the virtues and limitations of books 
and is, singularly, appropriate in this field. In the pre- 
face the reader is invited to participate in the poetry 
and romance of occupational medicine and to accept the 
challenge of our limitations. Also, the author here 
stresses the patient-doctor relationship and calls atten- 
tion to the fact that although occupational medicine has 
been looked upon as a specialty ‘‘it is by no means a 
restricted specialty’’ and that it must take into account 
man’s health and happiness as affected by many factors 


which may or may not make him susceptible to occupa- 
tional hazards. 


Since it would be impossible to discuss the contents of 
this important text chapter by chapter, suffice it to say 
that part one contains seven chapters dealing with the 
general principles which every physician should know, 
including the background and future of industrial medi- 
cine, the fundamentals of workmen’s compensation, the 
importance of scientific facts in medicolegal controversies 
and the teaching of industrial medicine. 

In part two, 12 chapters are devoted to industrial 
solvents, the hydrocarbons and other important agents 
through which life may be endangered and health un- 
favorably influenced. Under part three we find eight 
chapters dealing with the metals including a discussion 
of ‘‘metal fume fever’’ in the last chapter. 

Part four is devoted to the very important considera- 
tion of the dusts. Of the 12 chapters in this section 
some are devoted to tuberculosis and pneumonia, the 
dermatoses, oxygen therapy, the synthetics, special in- 
dustrial processes, industrial hygiene, and pre-employ- 
ment examinations and the placement program. 

There is an appendix discussing the chemicals in 
common trade-name products which serves as a handy 
reference full of interest. The book is enriched by the 
new experiences and conditions growing out of our 
rapidly expanding industry augmented by the late war 
and by the changing pathological concepts, and by many 
ease histories, yet the reader in search of detailed infor- 
mation about some specific problem may be disappointed 
because of the meager light thrown upon certain aspects 
of the subject. To cite a special instance, physicians 
responsible for the health of employes in the great pe- 
troleum industry could make good use of a chapter, 
bringing together all the author’s data with amplification 
concerning the petroleum hydrocarbons and the gas 


hazards connected with the production, refining and 
consumption. Having offered this criticism it is only fair 
to say that the author has wisely anticipated all possible 
erities by including in his preface the following para- 
graph: 


‘*In thumbing through the copy of this book, the 
original pages having been sent to the publisher, we 
realize that there have been certain omissions. Critics 
will wonder why the subjects of nutrition, or aviation 
medicine, or industrial nursing, to mention a few, hs ve 
not been discussed. The answer is that these problems 
warrant textbooks of their own. To offset any remo se 
in this regard the author is comforted by the fact that 
he has adequately combined the clinical aspects of the 
occupational diseases with a description of industr:al 
processes, their appraisal and control. He feels t) at 
within these pages will be found not only his persoal 
experience, but also material which the average physic: in 
will seek in vain in his textbooks.’’—Lewis J. Moorm. n, 
M.D. 


A PRIMER OF CARDIOLOGY. George E. Burch, M.)., 
F.A.C.P. and Paul Reaser, M.D. 272 pages with * ): 
illustrations. Philadelphia: Lea and Febriger, 1947 
This treatise on the introduction to cardiology is i 

excellent presentation. The subject matter is primar ‘y 

that of physiology. The book is profusely illustrated wi :h 

conveniently placed figures and diagrams emphasizi .g 

graphically the fundamentals of cardiac physiology. Pro- 

longed discussion of controversial data is scrupulously 
avoided. 

The authors discuss briefly and in simple terms present 
day facts and theories concerning normal and abnormal 
cardiovascular dynamics. Of particular imterest is the 
section dealing with edema. 


This book is designed primarily for medical students; 
however, there is much information which is of value to 
practitioners. The .graduate student will find it an ex 
cellent review of cardiac physiology—R. C. Pigford, 
M.D. 

ESSENTIALS OF PHARMACOLOGY. Frances K. Olid- 
ham, Ph.D., F. E. Kelsey, Ph.D., E. M. K. Geiling, 
Ph.D., M.D., all of the University of Chicago. 440 
pages. Philadelphia: J. B. Lippincott Co., 1947. Price 
$5.00. 

This small book is intended for use in an introductory 
course in pharmacology for medical students, dentists, 
pharmacists or nurses, and should fill that purpose. Since 
it is short and concise, it would be of more use possibly, 
to the practitioner as a source of information about the 
many new drugs which have appeared during the past 
few years. Space is given to anti-histaminics, nitrogen 
mustards, methadon, folic acid, anti-thyroid compounds, 
sulfones, PABA and the new sulfonamides and antib’- 
otics to name only a few. The usual drugs are also di 
cussed and this should serve the practitioner as a gener?! 
review of pharmacology. 


General grouping of the drugs is on a basis of ther: 
peutic use. Drug names are in English, and metric do 
ages are given. Official pharmacopeial preparations an‘ 
some new and non-official remedies are listed. Man 
structural formulas are given. The index is satisfactory. 
There are many errors in proof reading.—Harold ( 
Muchmore, M.D. 
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of Mineral Oil 
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OBITUARIES 


Because DARICRAFT 


1, is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 

. has an IMPROVED FLAVOR 

. is HOMOGENIZED 

. is STERILIZED 
is from INSPECTED HERDS 

. is SPECIALLY PROCESSED 

9. is UNIFORM 
10. will WHIP QUICKLY 
PRESCRIBED BY MANY DOCTORS 
... You also may want to utilize Daricraft as 


a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 




















J. P. Webb, MLD. 
1888-1948 

J. P. Webb, M.D., died February 3 at the home of his 
son in Dallas, Texas, after an illness of two years 
Formerly of Durant, he was associated with the late ( 
J. Colwick, M.D., in the Durant clinic and later estal 
lished the Webb clinic which he operated until ill health 
forced him to give up his practice. 

Dr. Webb was born in Jamestown, Alabama, Septem 
ber 30, 1888. He attended the University of Alabama 
Medical school and came to Durant from Lone Oak 
Texas. He was a member of the Baptist church an 
Masonic lodge and several medical societies. He is sur 
vived by his widow, Mrs. Gipsy Webb, Oklahoma City 
three sons, J. P. Webb, Jr., Dallas; Seotty Webb an 
Jack Webb of Durant; one daughter, Mrs. Margare 
Shirley, Durant; and one sister, Mrs. Della Garrett 
Jamestown, Alabama. 


E. F. Lewis, M.D. 
1865-1948 

E. F. Lewis, M.D., died January 13 in his sleep at the 
home of his daughter, Mrs. Mittie Lewis of Ada. Dr. 
Lewis was in active practice until two years ago. 

Born in Pennsylvania in 1865, he would have beer 
83 in March. He received his medical schooling in Little 
Rock, Ark., and began practice at Cliff, Oklahoma, then 
in Indian Territory. He then moved to Oakland and later 
to Kingston and in 1924 began his practice in Ada. He 
was a deacon of the First Baptist church of Ada. 

Surviving are four daughters, Mrs. Mittie Davis of 
Ada, Mrs. Myrtle Flint of Kingston, Mrs. Eunice 
Vaughan of Tahlequah and Miss Pearl Lewis of Chi 
eago; three sons, M. L. Lewis, M.D., Ada, Fred Lewis 
of Seminole and Royal Lewis of Siloam Springs, Ark. 
Mrs. Lewis died in June of 1946. 


Ralph W. Rucker, M.D. 
1911-1948 

Ralph W. Rucker, M.D., Bartlesville, died January 27 
following a fall on an icy walk near his home. Dr. 
Rucker fell on the ice after taking his four children to 
the home of a neighbor when a small fire occurred in the 
basement of the Rucker home. 

Dr. Rucker was born January 19, 1911, in Norman. 
He attended grade and highschool there and was gradu- 
ated from the University of Oklahoma and the Univer- 
sity Medical school. He was a member of the band and 
the Kappa Alpha social fraternity while at the Univer- 
sity. 

Dr. Rucker started practice in Bartlesville in 1939 
and continued to practice there until he went into the 
army. After four years, he was released from the army 
in 1946 with the rank of major. He served as president 
of the Washington-Nowata County Medical Society in 
1946. 

He served his internship at Cook County hospital, 
Chicago, and his residency at the First Presbyterian 
hospital, Chicago. He received his degree in eye surgery 
from Northwestern university in 1939. 

He is survived by his widow, two daughters, Louise, 
nine, and Rosalind, six; two sons, Ralph W., Jr., five, 
and Clinton Allen, two; his mother, Mrs. W. N. Rucker. 
Oklahoma City; and two brothers, Truman, Tulsa, and 
Bob, Oklahoma City. 
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m the patient’s hands 


— 0.05% serurion 
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——~“PRIVINE 


PRIVINE hydrochloride, 0.05 per cent, is sufficiently potent 
to produce long-lasting relief in the average case of 

nasal congestion in patients of all ages. It is therefore the 
Privine preparation of choice for regular prescription purposes. 


Privine hydrochloride, 0.1 per cent, fills the need for an 
agent which will produce the intense vasoconstriction 
frequently necessary for adequate visualization and 

for pre- and post-operative shrinkage. It is therefore 
the Privine preparation of choice for direct use in the 
office or hospital. 


When properly administered, Privine hydrochloride 
induces prolonged vasoconstriction with relative freedom 
from local or general side effects. Three drops will 
usually produce nasal decengestion lasting 3-6 hours. 
Overdosage should be avoided. 


Issued :0.05%, bottles of 1 fl.oz. and 16 fl. ozs. + Jelly, 0.05%, tubes of 20 Gm. 
0.1%, bottles of 16 fl. ozs. only 





RMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


2/1328M PRIVINE (brand of naphaceline| © Trademark Reg. U.S. Par. Off. 
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THE MEDICAL SCHOOL 











CALENDAR — MARCH. 1948 
SURGICAL PATHOLOGIC CONFERENCES — Each 
Tuesday 11:00 A.M. to 12:00 Noon. 


MEDICAL CONFERENCES — Each Wednesday 9:00 
A.M. to 10:00 A.M. 

CLINICAL PATHOLOGICAL CONFERENCES — 
Each Thursday 11:00 A.M. to 12:00 Noon. 

TUMOR CLINICS AND CONFERENCES — First 
and Third Tuesdays (March 2 and 16) 8:00 A.M. to 
9:00 A.M. 

UROLOGICAL PATHOLOGIC CONFERENCE—See- 
ond Tuesday (March 9) 8:00 A.M. to 9:00 A.M. 

ORTHOPEDIC PATHOLOGICAL CONFERENCE — 
Last Tuesday (March 30) 8:00 A.M. to 9:00 A.M. 

MONTHLY STAFF MEETING — Second Friday 
(March 12) Dinner, 6:15 P.M. 

RADIOLOGIC CONFERENCE — Fourth Monday 
(March 22) 6:45 P.M. to 7:30 P.M. 


Dr. J. D. Cone, (Med °47), now interning at Ewsley 
Memorial Hospital in Chicago, has received a fellowship 
in anatomy at the school of medicine beginning July 1, 
1948. 


Dr. John DeVore (Med °45), has received a residency 
in medicine at the University Hospital, Oklahoma City, 
beginning July 1, 1948. Since his discharge from the 
army in January, he has been serving a fellowship in 
the department of anatomy at the medical school. 


SCIENTIFIC EXHIBITS 


e @ ¢ @ Annual Meeting Committee and Council revive pre-war policy of “Scien- 
tific Exhibits” at Annual Meeting—desirably located and decorated space available 
for a maximum of 10 exhibits! 


e @ e ¢ Physicians and hospitals invited to make space requests now—on a “first 
come, first served” basis! Write a note to the state office for details desired. Space 
and decorations without charge. Exhibits must be placed in the Skirvin Tower Hotel, 


Sunday, May 16, 1948. 


Dr. John F. Hackler, (Med °33), professor of pre- 
ventive medicine and public health, attended the health 
conference of the National Congress of Parents and 
Teachers in Chicago February 16 and 17. He represented 
the Oklahoma Congress of Parents and Teachers. 


Dr. R. G. Hobgood, (Med °45), has received a resi- 
deney in urology at University Hospital, Oklahoma City, 


Dr. Dick Lowry, (Med ’45), has received a residency 
in eye, ear, nose and throat at the University Hospitel, 
Oklahoma City. 


Maj. A. A. Hellams, (Med °38), recently has been 
assigned chief of the medical service at the Griffiss 
airforce base, Fort Worth, Texas. 


Mr. Kenneth F. Wallace was appointed by the boa'd 
of regents to the position of business administrator of 
the University Hospitals. He began his duties March 
1948. Mr. Wallace attended the University of Oklahoma 
specializing in accounting and business law, and tock 
courses in hospital administration at the University of 
Chicago. For the past nine years he has been admini- 
trator of the Chickasha hospital and clinic, and pricr 
to that he was head of the bookkeeping department cf 
the First National Bank at Chickasha. He is presiden’- 
elect of the Oklahoma State Hospital Association. 


Dr. Howard A. Bennett, who was appointed professor 
of anesthesiology in December, 1947, has begun his duties 
at the University Hospitals. 


we etl gett al agai ~~ lalallala ~~ als 


Mark the 55th Annual Meeting dates on your calendar! May 17-18-19, 1948. 


House of Delegates meets May 16—Advise us now on your desired Hotel accommo- 


dations!! 





